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Schools Offering Courses in Occupational Therapy 


Boston School of Occupational Therapy, Affiliated with Tufts University, 7 Harcourt St., Boston 16, Mass. Mrs. John 
A. Greene, President, 


Buffalo, University of, School of Medicine, 3435 Main St., Buffalo 14, N. Y. Asst. Prof. Nancie B. Greenman, O.T.R., 
Director of Program in O.T. 


Colorado State University, Fort Collins, Col. Asst. Prof. Marjorie Ball, O.T.R., Director of O.T. 


Columbia University, College of Physicians and Surgeons, 630 W. 168th St., New York 32, N. Y. dss’t. Prof. Marie 
Louise Franciscus, O.T.R., Director of Courses in Occupational Therapy. 


Eastern Michigan College, Ypsilanti, Michigan. dssoc. Prof. Frances Herrick, O.T.R., Director of O.T. 


Illinois, University of, College of Medicine, 1853 West Polk St., Chicago 12, Ill. dssoc. Prof. Beatrice D. Wade, 
O.T.R., Head, O.T. Dept. 


Iowa, State University of, College of Liberal Arts and College of Medicine, Iowa City, Lowa. 4ss’t Prof. Elizabeth 
Collins, O.T.R., Director of O.T. 


Kansas, University of, Lawrence, Kansas. Asst. Prof. Leland D. Miller, O.T.R., Director of O.T. 
Mills College, Oakland 13, Calif. Miss Elizabeth Fuchs, O.T.R., Director of O.T. 


Milwaukee-Downer College, 2512 E. Hartford Ave., Milwaukee 11, Wis. Prof. Henrietta McNary, O.T.R., Director, 
Dept. of O. T. 


Minnesota, University of, School of Medical Sciences, Minneapolis 14, Minn. Asst. Prof. Borghild Hansen, O.T.R., 
Director of O.T. 


Mount Mary College, Milwaukee 10, Wis. Sister Mary Arthur, O.T.R., Director of O.T. 


New Hampshire, University of, College of Liberal Arts, Durham, N. H. Asst. Prof. Anne Henderson, O.T.R., 
Supervisor of O.T. Curriculum. 


New York University, School of Education, Washington Square, New York 3, N. Y. Assoc. Prof. Frieda Behlen, 
O.T.R., Director, O.T. Curriculum. 


North Dakota, University of, Grand Forks, N. D. Asst. Prof. Amy Lind, O.T.R., Director of O.T. Dept. 


Ohio State University, College of Education, Columbus 10, Ohio. Assoc. Prof. Barbara Locher, O.T.R., Chairman, 
O.T. Dept., Un. Hosp., Room 187. 


Pennsylvania, University of, School of Allied Medical Professions, Philadelphia 4, Pa. Prof. Helen S. Willard, 
O.T.R., Director, Phil. School of O.T. 


Puerto Rico, University of, School of Physical and Occupational Therapy, Professional Bldg., 8th Floor, Santurce, 
Puerto Rico. Mr. Esteban Lopez-Fernandez, O.T.R., Technical Director of O.T. 


Puget Sound, College of, Tacoma 6, Wash. Assoc. Prof. Elizabeth R. Waggoner, O.T.R., Director of O.T. 


Richmond Professional Institute, College of William and Mary, Richmond 20, Va. Miss H. Elizabeth Messick, O.T.R., 
Director, School of O.T. 


Saint Catherine, College of, St. Paul 1, Minn. Miss Catherine Daniewicz, O.T.R., Acting Chairman, Dept. of O.T. 
San Jose State College, San Jose 14, Calif. Prof. Mary Booth, O.T.R., Head, Department of O.T. 


Southern California, University of, College of Letters, Arts and Sciences, Box 274, Los Angeles 7, Calif. Assoc. Prof. 
Angeline Howard, O.T.R., Head, Dept. of O.T. 


Texas Woman’s University, Denton, Texas. Assoc. Prof. Rena Worthington, O.T.R., Director, School of O.T. 


Washington University, School of Medicine, 4567 Scott Ave., St. Louis 10, Mo. Asst. Prof. Martha Matthews, 
O.T.R., Director, Dept. O.T. 


Wayne State University, College of Liberal Arts, Detroit 1, Michigan. Assoc. Prof. Barbara Jewett, O.T.R., Chairman, 
O.T. Dept., Rehabilitation Institute, 261 Brady St. 


Western Michigan University, Kalamazoo 45, Michigan. Assoc. Prof. Rosalia Kiss, O.T.R., Head, O.T. Dept. 


Wisconsin, University of, School of Medicine, 1300 University Ave., Madison 6, Wis. Asst. Prof. Caroline G. Thompson, 
O.T.R., Director of O.T. 


Awaiting accreditation: 


Indiana University, Medical Center, 1100 West Michigan Street, Indianapolis 7, Ind. Assoc. Prof. Patricia Laurencelle, 
O.T.R., Chairman, Dept. of O.T. 


College of Medical Evangelists, School of Medicine, Department of Physical Medicine, 1720 Brooklyn Avenue, Los 
Angeles 33, California. Miss Edwina Marshall, O.T.R., Educational Director, O.T. Curriculum. 


Florida, University of, College of Health Related Services, Health Center, Gainesville, Florida. Miss Alice C. Jantzen, 
O.T.R., Curriculum Chairman of O.T. 


Washington, University of, School of Medicine, Department of Physical Medicine and Rehabilitation, BB-228 University 
Hospital, Seattle 5, Washington. Miss Shirley Bowing, O.T.R., Head, Division of O.T. 
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Therapists at the W.F.O.T. Get our great NEW catalog, LEATHERCRAFT 
items. — Prices reasonable — METALCRAFTS 
*y | 4 Easily-changed working-head for a Seat Cradle / Walking Frame/ Service COMPLETE and BASKETRY 
sawing, drilling, grinding, buffing, “™ Wheel Chair, etc., on swivel ball- PROMPT, from our large CERAMICS 
polishing, etc. bearing wheels. stocks. Our goal is to fill MOSAIC TILE 
@ Large surface Work Table. Raiseses Calibrated adjustable brake EVERY craft_need of the Oc- LAPIDARY 
| and lowers 12”. attachment, 3 speed gearbox. cupetional Therapist — No ART SUPPLIES 
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Want to SAVE on quality 


BIG ILLUSTRATED 
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needs just one hank of yarn... 
or a hospital asking for bids on a 


LEATHERCRAFT 


oe year’s supply . . . you will find 
t C A T A L '@) G splendid savings in our ‘‘Wonoco”’ 
and ‘‘Fox’’ brand yarns . . . now 


There is no finer source of materials for Leathercraft 
of. projects of all kinds . . . . easy-to-assemble kits to 
enable beginners to make billfolds, gloves, purses, belts 
and other attractive items ... . top quality tooling 


permanently mothproofed! 


Since 1923, we have passed on the savings effected 
by our huge volume-operation as converters of knit- 


and carving leathers for advanced craftsmen. Also ting yarns. 

complete line of Leathercraft tools, accessories, supplies 

and instruction books. Today, in our pew ‘4-story building, we offer all 
regular yarns, blends, the latest fashion yarns, latest 
sie ATTENTION colors . . . and the finest service. 

Bell 
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an, METALCRAFT 
SEE for YOURSELF 
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@ Write for Price List and Color Card with 
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@ Place us on your bidding list 
© SPECIAL PRICES ON QUANTITY ORDERS 


Here is a comprehensive illustrated catalog from which 
you can make your selection of aluminum and copper 
son, in sheets and shapes for many projects; copper, alumi- 
num and brass foil for metal tooling; kilns, colors and 
kits for metal enameling; instruction books, tools and 
accessories for metalcraft of all kinds. 


SEND TODAY FOR FREE CATALOG 


a J. C. LARSON CO. BEL YARN CO. 
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HANDWEAVING YARNS 
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LINEN @ METALLICS e@ CHENILLES 
NOVELTY YARNS 


Looms, including Leclerc Folding Loom 
Warping Frames 

Bobbin racks and winders 

Table reels Tension boxes 


PROMPT 


SHIPMENTS 
Send $1.00 for complete color cards. This 
ah .00 con Ga applied to your next order 
of $10. Write today for free catalog and current price list 


Order all your handweaving supplies LI LY Ml LLS COM PANY 
from the Handweaver’s Headquarters HWN, Shelby, N. C. 
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SILK—WOOL—RAYON—LINEN—COTTON—NOVELTY YARNS 


20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 10/2 Fast Colors, 
Mercerized Perle Cotton. 


2/20 Weaving Worsted. 
36 beautiful colors on 2-oz. 
tubes. For Warp and Weft. 


gram. 


h.me 


(Write for free samples) 


CONTESSA YARNS Dept. C.W.. Ridgefield, Connecticut 


8/4 Boil-Fast Carpet Warp 
—22 colors on ¥2 lb. tubes. 


Used by Veterans Ad- 
ministration in their oc- 
cupational therapy  pro- 


We have a complete as- 
sortment of yarns. for 
and commercial 
weaving. 


sizes. 


Free catalogue 
aa on request. 


Weaving Looms Recommended for Therapy 
Expertly designed to simplify operations, LECLERC 


looms provide a beneficial relaxation of body and mind 
through smooth, regular exercises. 


Milas 


Models of various 


Lecierc 


L‘ISLETVILLE, NO. 21, 
QUEBEC, CANADA 


Inc, 


JUST THE THING YOU WANT 


Have a copy of Hammett’s Catalog handy 
. it lists and illustrates the latest in 
occupational therapy materials and supplies. 


It’s free! 
LOOMS 


Hand or Foot Power 


WEAVING MATERIALS 


Rug Roving, Cotton Yarn 
Carpet Warp, Rug Yarns 


BASKETRY MATERIALS 
Reed, Raffia, Cane 
Wooden Bases and Trays 
Corkcraft 
ART MATERIALS 


Leather and Tools 
Books of Instruction 


WRITE FOR YOUR FREE OCCUPATIONAL 
THERAPY CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1863 
306 Main Street Cambridge, Mass. 


Just one of the 100 different items for 
your O.T. Dept. Original designs. Low 
prices. Send for catalog. 

“Makers of the famous Golka Tipping Pliers and 


disposable Slim Tips.” 
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ROBERT J. 


400 Warren Ave. 
Brockton, Mass. 


Makes your lacing work 
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PRESTON EQUIPMENT FOR 


@ SELFHELP DEVICES: 


Devices for one-armed knitting, embroidery 
and darning; Telephone Holders; Automatic 
Page Turners; Flatware for the Handicapped; 
Drinking Aids; Dressing Aids; Reachers; Bath- 
tub Rails and Seats; Toilet Armrests; Grab 
Bars of various designs; Raised Toilet Seats; 
Incontinent Devices. 


@ AIDS FOR THE HANDICAPPED: 


Wheelchairs, custom built and standard; Com- 
modes; Walkers; Tilt Tables; Large selection 
of Crutches and Canes, including Tripod and 
Four-Legged Canes. 


@ CEREBRAL PALSY EQUIPMENT: 


Relaxation Chairs; Runner Chairs; Cut-Out 
Tables; Stand-In Tables; Foot Placement Lad- 
der; Standing Stabilizers; Straight and Recip- 
rocal Skis; Crawler; Special Tricycles. 


@ 0.T. LOOMS AND KILNS: 


Herald Looms — Hotpack Kilns 


@ SPEECH THERAPY: 


Audiometers; Tape Recorders; Auditory Train- 
ing Units; Chromovox; Mirrors. 


@ REHABILITATION EXERCISE: 


Walking Parallel Bars and Exercise Staircases; 
Posture Mirrors; Gymnasium Mats; Bicycle 
Exercisers; Restorator; Progressive Resistance 
Exercise Units; Quadriceps Boots; N-K Table; 
Guthrie-Smith Suspension Apparatus; Shoulder 
Wheels; Manuflex; Kanavel Table. 


@ Complete Line of Bunnell Hand & Finger 


Splints; Keystone Splint; Whirlpools; Ultra- 
sound; Hydrocollator; Goniometers; Treatment 
Tables; Timers; ADL Training Boards. 


Send for your free copy of our illustrated Catalog No. 1058-0 


J. A. PRESTON CORPORATION 


“175 FIFTH AVENUE, NEW YORK 10, N. Y. 


ORegon 4-9044 


LEADING SPECIALISTS RECOMMEND 
Thera-fast® 


The ideal, specially processed silicone rubber putty exer- 
cising agent for illnesses and injuries to bones, muscles, 


tendons and nerves. 
STRENGTHENS: 


Full 2 oz. tin. 
At your surgical 


dealer. $2 50 


THERA-PLAST CO. 
154 Nassau St., New York 38, N. Y. 


° CRAFT BOOK - WOODEN BOXES 
BLOCK PRINTING 
RAFT - WOODEN PLATES 


+ TEXTILE COLORS 
GLASS ETCHING 
ANG + LEATHERCRAFT 
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Announcing... 


Amaco Distributed Nationally by 


Amaco Standard 
Electric Kiln 


Metal Enameling Kiln 


R/P 


All-Metal Kick Wheel 


Preferred by Occupational Therapists from coast to coast 


Amaco, the recognized pioneer in electric kilns for 
schools and institutions, offers the finest ceramic 
equipment for occupational therapy. Amaco prod- 
ucts are built and designed to the very highest 
standards of quality and safety. They provide 


AMACO STANDARD 
ELECTRIC KILN 


Front loading table model for 7 
Ideal for =~ 
pottery, china painting, metal —= 
enameling; also for test firing ~= 


all-purpose firing. 


because of short firing time. 


Maximum temperature— © 


2000° F. Easily loaded from 
sitting or standing position. 


Features panel with pilot light, 
pyrometer and 3-heat control. ~~ 
Firing chamber: 8” x 9” x 9”. 3 
AC-DC. UL listed. Specify ~~ 


110-115 or 220-230 volts. 


No. 5858—Amaco Standard 


Electric Kiln. Each $166.00 


ATLANTA 
Chamblee, Ga. 


Burbank, Calif. 


equipment. 


FINE-ART METAL 
ENAMELING KILN 


Pottery up to 6” in diameter | 
may be fired in this kiln. Pa- @@ 
tient can watch through front | 


opening and remove pieces 


when ready. Lift off lid for on 
loading and unloading. Top © 


temperature of 1500° F. 


reached in 15 minutes. Main- @ 
tains temperature automati- | 
cally. 800-watt heating ele- = 
ment of Kanthal wire @& 
embedded in special easily re- ~~ 
moved refractory plate. Di- “= 


ameter 7 4", height 6 %4”. 110- 
115 volts. AC-DC. 


No. 5889—Fine-Art Metal En- is 


ameling Kiln. Each $17.50 


CHICAGO 
Evanston, Ill. 


COLUMBUS 
Columbus 6, Ohio 


Minneapolis 12, Minn. Flushing 58, N.Y. 


numerous applications of functional and diver- 
sional rehabilitation for many disability groups. 
Write to R/P today for more information about 
the complete AMACO line of preferred ceramic 


AMACO ALL-METAL 
KICK WHEEL 


Easy to operate, patients can 
quickly start or stop kick 
wheel and regulate throwing 
speed. Ideal for work toler- 
ance testing. Horizontal ac- 
tion, foot-operated treadle 
propels balanced flywheel. 
Worktable is 27” x 20” —drains 
to water reservoir. Complete 
with wedging device and 12” 
adjustable arm rest. 35” high, 
30” wide. 

No. 5866—Amaco Kick Wheel 
—left foot treadle. Each 
$150.00 


No. 5866A—Same, but with 


a vertical action right foot 


treadle. Each $150.00 


The Place To Go For The Names You Know 


Rehabilitation Products 


A Division of American Hospital Supply Corporation, 2020 Ridge Ave., Evanston , Iilinois. 


Regional Sc!es and Distribution Centers 

DALLAS ° 
Dallas 35, Texas 
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OCCUPATIONAL THERAPY CONTRIBUTIONS IN 
THE TREATMENT OF THE ALCOHOLIC 


JANE WELSH, O.T.R.* 


INTRODUCTION 


Generally speaking, occupational therapy is not 
widely used in the treatment of the “skid-row” 
compulsive drinker. However the contribution 
which this discipline can make appears to be 
equivalent to the help offered to the psychotic 
patient. While the alcoholic has not lost con- 
tact with reality in the truly psychotic sense, he 
usually exhibits severe disturbances in personality 
structure. He needs skilled assistance and sup- 
port to gain insight into his problems during 
the long up-hill struggle towards self-control and 
productive re-employment. 


This would seem significant when one con- 
siders the magnitude of this affliction. For exam- 
ple, it is estimated that in the United States in 
1958 there were about 70,000,000 drinkers of 
alcoholic beverages, of whom about 4,000,000 
were excessive or compulsive drinkers. Approxi- 
mately 700,000 of these are women. This means 
that one out of seventeen drinkers has a serious 
problem with his drinking. Long Island Hos- 
pital in Boston, Massachusetts, has established a 
rather unique program designed to help Bos- 
ton’s “skid-row” alcoholic help himself. Occupa- 
tional therapy is a vital part of this program. 
Before describing the program and the part oc- 
cupational therapy plays, it would seem helpful 
to have some background information and a 
description of the group with which we are 
dealing. 


HISTORICAL REVIEW 


Traditionally, three different disciplines have 
wrestled with this problem: the law, the church 
and medicine. The legal approach evolved from 
a moral-punitive attitude. Society felt that anti- 
social behavior could be corrected through pun- 
ishment. The religious approach evolved from 
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a moral attitude because alcohol undermined 
social and moral values. Religious influences have 
been responsible for the Washingtonian Move- 
ment, the Prohibition Act (1913-1933), Alco- 
holics Anonymous, and the Salvation Army. The 
medical approach evolved from a scientific-thera- 
peutic attitude because drinking often resulted in 
both mental and physical illness. When review- 
ing medical literature it is well to remember that 
the cause is still unknown and therefore treat- 
ment tends to be symptomatic in nature. As 
medicine advances, the newest treatments are 
often tried on the alcoholic with great enthu- 
siasm only to be discarded gradually and finally 
to vanish altogether. Some of the twentieth 
century medical theories on the causes of alcohol- 
ism are: 1900—toxin, 1912—increased spinal- 
fluid pressure, 1916—metabolic poisons, 1928— 
endocrine disorders, 1930—vitamin deficiency, 
1937—allergic reactions, 1944—cortical hormone 
imbalance. Present day emphasis is upon the 
psychological investigation of the underlying per- 
sonality disorder. There is today an increasing 
tendency for the law, the church arid medicine 
to collaborate on this disorder, now recognized 
as having medical, socio-economic and psychologi- 
cal components." 


SOCIO-ECONOMIC PICTURE 


The socio-economic picture of the skid-row al- 
coholic is indeed a grim one by all the standards 
of our culture. At the average age of 45, his is 
a repetitious and tragic tale of loss. He suffers 
the loss of the basic human needs of security and 
love. His self respect and faith in God has 
suffered such a blow that he may neglect his 
appearance to the point of dirty slovenliness. His 


*Director of occupational therapy, Long Island Hospi- 
tal, Boston, Massachusetts. 


157 


| 
| 
1 
t 
ver- | 
ups. 
bout 
amic 
L 
can 
kick 
wing 7 
oler- 
ac- 
| 
heel. 
rains 
plete 
d 12” 
high, 
Nheel 
Each 
with 
foot 
| 


work habits are erratic and his general health 
may be seriously impaired. Many of these indi- 
viduals grew up in broken homes or else in 
homes that were barren of love and lacking in 
family integration. As a result, many began work- 
ing before they were emotionally or vocationally 
prepared and either never married or if they 
did, were later divorced or separated. Their edu- 
cation, for the most part, tends to be limited 
to sixth or seventh grade or to partial high-school 
training. One of the questions asked during the 
occupational therapy interview concerns any hob- 
bies they may ever have had. Interestingly 
enough, a vast majority state that they have 
never had any whatsoever. Vocationally, they are 
mostly unskilled, migratory or marginal workers 
although their fathers may have had a skilled 
trade. Of course, this low socio-economic picture 
does contain some exceptions, for from time to 
time one finds college graduates, skilled and pro- 
fessional individuals scattered among our par- 
ticular skid-row group. 


PSY CHODY NAMICS 


What kind of people tend to become en- 
slaved by alcohol and to lose everything when 
caught in its clutches? Current psychological 
studies seem to have been able to identify a 
certain set of personality traits common to most 
alcoholics. For example, in a recent study, Dr. 
Zwerling points out “it remains entirely possible 
for a common dynamic mechanism to be em- 
bedded in quite diverse patterns of personality 
integrations. We propose no specificity to alco- 
holism for this constellation of traits. We see 
them rather as necessary, but not sufficient for 
the development of alcoholism.”* In short, this 
character disorder is one which is common in 
our culture. Here is a dependent and immature 
individual who is struggling through a social 
system for which he is ill prepared by early 
maternal deprivation or over-indulgence. The 
tensions resulting from inner conflicts may be 
temporarily relieved by alcohol or by any other 
means which the individual may discover to be 
effective. This extensive disruption of the per- 
sonality may be discussed in terms of the follow- 
ing ramifications. 


1. Dependency. There is a strong unconscious 
conflict between dependency and independency. 
Interpersonal relations tend to be on the re- 
gressed or primitive level of “all take and no 
give.” They constantly request favors and can 
only take from a supplier or protector. A sup- 
plier is commonly seen as a friend and a non- 
supplier as an enemy.* Thus, they tend to achieve 
security only through the efforts of others. This 
behavior characterizes the passive-aggressive type 
of personality who has strong dependency yearn- 
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ings. He finds it difficult to accept responsibility 
and to follow through. Institutional living tends 
to reinforce this dependency. To meet the 
“threat” of independence, a better adaptive pat- 
tern in life for such people would be employ- 
ment in a semi-protected or live-in situation. To 
correct the problems engendered by their inability 
to cope with the socio-econ>mic pressures of so- 
ciety, as well as their failure in their relation- 
ships, a semi-protected situation is crucial. 


2. Low anxiety and frustration tolerance. These 
people tend to be good workers. However, when 
they have earned enough money their low anx- 
iety and frustration tolerance may react to the 
slightest stress and send them skidding along the 
path of least resistance straight back into the bar 
room. Hence, while they may be hard work- 
ers for a short period of time, they are in the 
long run unreliable. 

3. Withdrawal. There is often a basic loneli- 
ness and withdrawal from human society. Their 
immature thinking and acting may be quite in- 
appropriate to their intellectual capacity. 

4. Depression. Often their failures in human 
relationships result in feelings of guilt and feelings 
of inadequacy and worthlessness which leads 
to severe depression especially when they are 
recovering from a “binge.” 


5. Hostility. Their patterns of behavior and 
thinking often seem to point towards the pres- 
ence of generous amounts of chronic rage. This 
may be well controlled in the sober individual, 
but can be stirred up due to their poor tolerance 
of frustration and break out under the inhibition- 
releasing effects of alcohol. 


6. Lack of initiative.* Due to their dependency, 
their work efforts frequently seem minimal or 
else are poorly directed. Often they will ver- 
balize impractical ambitions impossible to attain. 
This in turn may serve as an excuse for in- 
activity. 

7. Latent homosexuality. This is a complicated 
Freudian concept and may be a by-product of im- 
maturity or the failure of early masculine (femi- 
nine) identification. 

8. Psychosis. Finally, there is a group which 
has become fully psychotic or which has sustain- 
ed organic brain damage. 

What defence mechanisms do we most often 
see in operation? There seem to be about four 
prominent ones: 

1. Denial. The individual may deny he has 
any real problem and so isolate himself from 
the help he so desperately needs. He denies any 
responsibility for his plight by placing the blame 
on something outside himself. Thus, denial tends 
to prevent any learning from experience. 

2. Projection. He may tend to see his own 
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inadequacies and failures in other people, but 
is apparently unable to recognize them in him- 
self, and thus defends himself against his de- 
pression. 


3. Rationalization. He creates some excuse to 
justify his drinking and thereby soothes any feel- 
ings of guilt. Society's rejection of him may 
often be used as his rationalization for drink- 
ing. Yet, he fails to see the reason why he ex- 
periences this rejection; that is, his traits of “all 
take and no give,” unreliability and lack of 
initiative in the world of work and play. 


4. Fight or flight reaction. The alcoholic most 
often tends to employ the flight reaction or take 
the path of least resistance to avoid the tensions 
engendered by fear of possible failure. 


LONG ISLAND HOSPITAL TREATMENT 
PROGRAM 


All experienced authorities feel that the time- 
consuming traditional psychoanalytic approach 
is of no therapeutic value in these cases because 
of the degree of regression and ego weakness. 
Instead, in the present state of knowledge, more 
may be accomplished through a therapeutic com- 
munity.” Through the establishment of a struc- 
tured semi-controlled community, these disturbed 
individuals are given their best chance to work 
through their difficult problem and reintegrate 
themselves as much as possible in the commun- 
ity about them. In 1950 such a “community” 
was established under the combined efforts of 
the therapeutic team of the physician, social 
workers, nurses and occupational therapists at the 
Long Island Hospital, located on a_ beautiful 
island in Boston Harbor. This hospital is the 
chronic disease division of Boston City Hospital 
and thas cared for these alcoholics for many 
years. 

All admissions to the hospital are voluntary. 
The dependent feeling of “handouts” is avoided 
as much as possible. These men are given noth- 
ing except the opportunity to work towards their 
own rehabilitation.® For example, the fundamen- 
tal needs of food, shelter, and clothing are pro- 
vided all patients and in return they must work 
in the various hospital industries about four hours 
each day. Then any individual who elects to go 
on the “program” is assisted further with medi- 
cal, psychological, spiritual and vocational prob- 
lems. Simultaneously, he must be encouraged 
away from the protective environment of the 
hospital towards adequate functioning in our cul- 
ture within the limits of his ability. The pa- 
tients who go on the program are the ones with 
whom the occupational therapist works and are 
the ones discussed in this paper. 

This hospital’s dormitory for alcoholics houses 
about 400 men and in another building about 10 
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women. Thus, in our group, there are many 
more male alcoholics than female. Of the total 
group, about one fourth will request to go on the 
program. The rehabilitation functions as follows: 
the patient first visits the social service depart- 
ment where the program is coordinated and ac- 
knowledges that alcoholism is his problem. Many 
alcoholics use denial as a defense against the 
reality of their alcoholism to such an extent that 
they cannot accept help, so these men as a rule 
exclude themselves. This ability to face reality 
is also a prerequisite to acceptance into Alco- 
holics Anonymous. A social worker compiles the 
case history after which the patient is interview- 
ed by the hospital commissioner and the psy- 
chiatrist. If accepted, he is given a complete 
physical examination and any needed medical at- 
tention as well as appliances such as _ glasses, 
dentures and prostheses. He is then assigned 
to the rehabilitation ward in the dormitory to 
live with other program patients until dis- 
charged from the hospital. 


If physically fit, the psychiatrist may place 
the patient on Antabuse. This drug has no effect 
unless he drinks, in which case he becomes vio- 
lently ill. The patient knows this, of course, and 
because of fear almost all of them will not drink 
again while taking Antabuse. A few especially 
hardy individuals have discovered they can drink 
in spite of Antabuse. It is perhaps significant 
that self control for most seems possible if 
there is sufficient motivation, either from honest 
desire to stop or, if necessary, from fear of the 
consequences. 


Each program patient also works four hours 
a day in hospital industries for his room, board 
and clothing. This is an attempt to assist the 
patient in retaining or recapturing his self re- 
spect, for he is not given charity, and also it 
demonstrates to him that in our culture society 
does not owe him a living as many appear to 
believe. For therapy and observation, he spends 
one hour a day for three or four weeks in oc- 
cupational therapy. Additional time in therapy 
is encouraged. In occupational therapy, we try 
to provide a friendly, supportive, and non-di- 
rective relationship to encourage as much insight 
and ego-strengthening as possible. In addition 
to this daily routine, they may participate in 
recreational activities such as quoits, shuffleboard, 
baseball, ping pong and card playing. 

Simultaneously, they attend weekly Alcoholics 
Anonymous meetings held at the hospital for 
companionship and group guidance. They are 
encouraged to take part in these activities in the 
hospital and to continue active participation 
in town when they leave the hospital. Upon 
leaving, they are furnished with a weekly list of 
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AA meetings held every night in Boston and 
vicinity. This provides a place to go in the 
evening to substitute for the loneliness of their 
room and eventual gravitation to the bar for 
companionship. 

Services and clergymen of all faiths are avail- 
able to assist the individual further to establish or 
re-establish a workable set of values. This is im- 
portant for many have lost any religion they 
may have once had and with it any self respect 
and moral values. 


The psychiatrist sees the hospital patients once 
a week and is also available one evening a 
week in downtown Boston to assist those men 
who have graduated from the hospital and are 
working outside. 


When the psychiatrist feels that the patient is 
ready for employment, generally six to eight 
weeks after he is accepted on the program, he 
requests that the patient be referred for cloth- 
ing. The patient then goes to Morgan Memorial 
(local equivalent to Goodwill Industries) and 
works three or four days for clothing. In work- 
ing for his clothing, he again takes the re- 
sponsibility of helping himself. Then, if he 
can not locate a job independently, he is refer- 
red to the unit head of the Massachusetts Divi- 
sion of Employment Security. While earning 
clothing, looking for work, and later while work- 
ing on the program, the patient may continue 
to live in the protective environment of the 
hospital. He reports to social service each even- 
ing. 

In the preliminary stages of earning clothing, 
looking for work, and waiting for the first pay 
check he is given a daily pass and also $1.00 for 
food and carfare; thereafter, he receives only a 
pass. He may keep the first week’s salary for 
personal needs. After this he pays $10.00 weekly 
towards his support while at the hospital and 
takes full responsibility for any additional items 
such as repaying the cost of glasses or dentures. 
Most of the patients do repay the hospital for 
these items. Non-program patients must leave 
the hospital when they receive their first week’s 
pay. Program patients need not leave until they 
feel they are ready. Because institutional living 
tends to reinforce dependency, this hospital strives 
constantly to avoid this pitfall while simultane- 
ously meeting the real need for a semi-protected 
or live-in situation. 

The average period of protective living is 
about three months after which most patients 
want to try greater independence. At this time, 
any interested members of the patient’s family 
may be contacted and an effort made to ac- 
quaint them with the purpose of the program 
and the part they can play. If the patient is 
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alone, he is referred to the AA 12-step house for 
suitable rooms. 


OCCUPATIONAL THERAPY 


Occupational therapy under psychiatric super- 
vision forms an integral part of this total al- 
coholic rehabilitation program. This is a permis- 
sive structure in which the patient is usually free 
to choose the project he desires. He is supplied 
with all materials without cost to himself. The 
patient may leave the finished product in the 
occupational therapy department for sale, in 
which case he gets half and the department 
gets half; or he may keep it himself. We note 
that the majority of men prefer to do leather 
projects and to keep them or sell them them- 
selves. Within this framework, occupational 
therapy has as its objective two main purposes: 
(1) therapeutic and (2) diagnostic. 

Therapeutically, an environment is created 
which attempts to develop a climate conducive 
to emotional growth through the establishment 
of a feeling of security by being warmly accept- 
ing, supportive and understanding of the emo- 
tional dependency needs of these patients. Si- 
multaneously, attempts are made to encourage 
emotional growth toward as much independence 
and acceptance of responsibility as the individual 
can tolerate. Most of these individuals have been 
abandoned by any family or friends they may 
have had, but here they know someone again 
understands and is truly interested in them. Work 
with each individual naturally differs somewhat. 
Perhaps this individual approach could best be 
explained by indicating some of the more com- 
mon characteristics observed and our efforts to 
work through these difficulties. 


In interpersonal relations, we have said the 
alcoholic tends to be a taker rather than a giver. 
Thus, we notice that they often give their proj- 
ects only to get money or affection in return. 
Instead, we try to encourage them to give proj- 
ects to their families, hospital personnel, or to 
do something especially needed in the occupa- 
tional therapy department, and to expect noth- 
ing more than sincere appreciation in return. 
When this is successful, the individual often 
develops increased self-esteem which he did not 
demonstrate before. We have to be on guard 
that a project failure does not lead to a de- 
pression for these people are easily deflated. An- 
other common characteristic found in both the 
withdrawn and outgoing patient is a low frustra- 
tion tolerance. Here the therapist may manipu- 
late the situation to prevent frustration or else 
he may create a situation of conflict, perhaps in 
the making of a decision. Then through sup- 
port and guidance he assists the patient in mak- 
ing his own decision and solving the problem 
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successfully. Many patients will choose the easiest 
possible project or again “follow the path of least 
resistance.” This behavior is basically the flight 
reaction. Through graded activity the therapist 
tries to demonstrate that difficulty need not be 
synonymous with failure. Thus, the therapist 
attempts to develop the patient’s insight into the 
causes of some of his problems not so much 
through discussion as through selective demon- 
stration and learning experience. 


Many of the activities most commonly used 
such as photographic printing, leather, ceramics, 
printing, woodworking, weaving, copper tooling 
or molding tend to permit withdrawal from the 
group. To counteract this and encourage sociali- 
zation, the clinic tables and chairs are arranged 
in groups, and on Friday crafts are put aside in 
favor of a social hour when the patients play 
cards or other games and talk while coffee and 
cake are served. 


The second objective of occupational therapy 
is diagnostic in nature. The patient is observed 
during the 3-to-4-week stay in the clinic and 
weekly reports are sent to the psychiatrist. Oc- 
cupational therapy observations enable the psy- 
chiatrist to utilize his time to optimum advantage 
and to pinpoint any particular problem to help 
the patient more quickly and to outline the goals 
of rehabilitation. 


While working in the occupational therapy 
clinic, the patient functions in a relatively un- 
guarded manner which provides an excellent op- 
portunity to observe behavior patterns. In the 
initial evaluation, behavior and attitude of the 
patient towards the therapist and environment is 
noted. The therapist tries to determine the pa- 
tient’s primary needs and prepare to meet them 
as nearly as possible during his 3-to-4-week 
stay in the clinic. Subsequent observations which 
are reported to the psychiatrist cover such fac- 
tors as work habits; the manner in which various 
attitudes are manifested; the type of interpersonal 
relationships the patient tends to establish with 
authority, women, other patients; the manner 
of performing the activity; the ability to follow 
directions, written, oral, or demonstrated; the 
ability to concentrate, make decisions, to sustain 
interest and high quality productivity; and finally 
any improvement in the patient’s personal groom- 
ing. 

Some patients are good candidates for voca- 
tional exploration and guidance. The occupa- 
tional therapist reports on work habits and vo- 
cational interests and assists in the selection of 
those patients who should be referred to the vo- 
cational counselor at the Massachusetts Division 
of Employment Security who cooperates in as- 
sisting Our patients. 
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This hospital is unique in that it provides an 
organized program which gradually and sys- 
tematically attempts to reintegrate the alcoholic 
into society as a contributing member. However, 
if the individual fails he may still return to the 
hospital and to the program an infinite number 
of times to continue trying for greater insight 
and self-control. Some have finally experienced 
success after as many as 8 to 10 times on the 
program. 

There is a negative element which should 
be mentioned here; namely, that the return rate 
is high and also we know that many of these 
men use the program not so much to stop drink- 
ing as a means of gaining privileges such as 
protective living quarters while working uptown 
or to get such items as glasses and dentures. 
We tolerate some of this falsification of purpose 
because we have had cases where even these 
seemingly hopeless patients eventually demon- 
strated marked improvement. The rate of real 
cure (12%), in the sense of never taking an- 
other drink, appears low in our present state of 
knowledge. Every organization working with the 
alcoholic experiences some degree of success 
among many failures. We all know some cour- 
ageous individuals who have stopped drinking 
any alcoholic beverage. However, with a larger 
percentage (25% to 30%) definite improvement 
without total abstinence can be noted, even if this 
implies permanent dependency upon the hospi- 
tal. These people are off the street and their 
drinking controlled. Many are also working and 
living either in Boston or within the protection 
of the hospital. Improvements may be noted 
in social reintegration, recapture of lost values, 
improved work habits, attempts to reintegrate 
with their families, and finally increased spacing 
between drinking bouts as the need gradually 
lessens. A few individuals appear to have the 
situation well under control and are leading 
independent lives away from the hospital. 


SUMMARY 


An attempt has been made here to sketch the 
alcoholic problem in terms of both past and 
present concepts. Emphasis has been placed upon 
the unique rehabilitation program being tried 
at Long Island Hospital in Boston and upon 
the significant role which occupational therapy 
is able to play in that program. 
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SUGGESTIONS FOR THE REHABILITATION OF THE 
PHYSICALLY HANDICAPPED HOMEMAKER 


ELIZABETH ECKHARDT MAY, Ed.D.* 


The problem of rehabilitating the physically 
handicapped homemaker is complicated by the 
fact that she ordinarily has no vocational alter- 
natives. She cannot look forward to a new job 
more suited to her limitations; she must go back 
to her old job and manage it somehow. Her 
convalescence may be haunted by thoughts of 
the dozens of housekeeping problems she must 
work out and her deepest fears may center 
around the possibility of failing in the fulfillment 
of her role as a wife or as a mother. The prob- 
lem of helping her to adjust her old responsibili- 
ties to suit her new limitations will challenge 
the deep understanding and the ingenuity of the 
entire rehabilitation team. 


The best time to begin the program of reha- 
bilitation is usually while the homemaker is 
still in the hospital. This is where the occu- 
pational therapist may be able to help her to 
begin, in even a small way, to gain a sense of 
adequacy in connection with housekeeping chores. 
The values of a homemaking emphasis in a pro- 
gram of occupational therapy are pointed out by 
Julia Judson, who has pioneered in handicapped 
research at the New York University-Bellevue 
Medical Center: “Many of the tasks involved 
in homemaking provide purposeful activity for 
therapeutic exercise or diversional occupational 
therapy, but even more important is the fact that 
they are a measure of functional ability. The 
long-time goal in developing functional ability 
should not be limited to isolated chores but 
should be directed toward the larger problem of 
satisfactorily meeting the total demands of the 
role of 2 homemaker.” 


For the occupational therapist who wishes to 
supplement her training in the homemaking area 
there are an increasing number of opportuni- 
ties for workshops, and other forms of in-service 
training. Those who wish to build their own 
homemaking libraries will find many new and 
excellent publications. Some professional schools 
are now including units on homemaking and 
work simplification in existing courses or are 
providing elective courses in the various aspects 
of homemaking for those especially interested in 
preparing themselves for positions that include 
the vocational rehabilitation of homemakers. Re- 
habilitation centers are calling on schools of home 
economics, home economics extension services and 
home service departments of utility companies 
to furnish the expert help they need in the area 
of homemaking skills and also in the planning 
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of their facilities for training. In some states 
home management consultants employed by heart 
and tuberculosis associations, and rehabilitation 
centers, are now available for work on rehabili- 
tation teams. 

Many of the experimental programs and re- 
search projects related to the rehabilitation of 
the homemaker, now in progress in various parts 
of this country, are based on the pioneering in 
motion and time study and work simplification 
done in industry by the late Dr. Frank Gilbreth 
and his wife Dr. Lillian Gilbreth. These same 
principles were applied to the rehabilitation of 
veterans during and after the First World War. 
The Gilbreths worked with a team representing 
various fields in adapting jobs to suit the spe- 
cial abilities of handicapped veterans and in 
training them to use new devices and methods. 

Another effort to adapt principles of work 
simplification to problems of rehabilitation occur- 
red in the early work done in 1948 by the 
American Heart Association. Here again Dr. Lil- 
lian Gilbreth was the leader and served as chair- 
man of their advisory committee in developing 
the “heart kitchen.” 

There are many opportunities for the occupa- 
tional therapist who wishes to explore further 
the possibility of including more homemaking 
activities in his program. The suggestions offer- 
ed have come from various sources but largely 
from the publications of Dr. Gilbreth and Julia 
Judson. Some of these are listed at the end of 
this article. 

SUGGESTIONS FOR THE OCCUPATIONAL 
THERAPIST 


1. Be ready to begin early in a small way at 
the time when the homemaker indicates the 
slightest interest. Remember that “we learn best, 
what we want to learn, at the point when we 
want to learn it!” 

2. While the homemaker is still in the hospi- 
tal, help the family to see the necessity for en- 
couraging her to try to do everything she feels 
like attempting to do. Help them to realize that 
each new achievement, however small, will help 
her to build self-confidence. 

3. Motivation is the very best stimulus to 
effort. Try to discover the “key” for each pa- 
tient. 

4. Help the homemaker and her family to 
simplify housekeeping as much as possible. Let 


*Dean, School of Home Economics, University of Con- 
necticut. 
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A Baby Tenda on swivel casters, with adjustable heights at both 24 and 28 
inches and movable seat was substituted for the original one with the sling. 
At the 28 inch height it was much easier and safer for M13 to put her 


baby into the feeding table. 


The foot pedal power control of the machine lies in M13’s lap. She 
squeezes it with her right hand rather than pressing it because she has only 
hand control and no arm control to press. Her scissors have a rubber band 
on the blades to give added pressure force to cut through fabric. 


AJOT Xill, 4, Part 1, 1959 


Cleaning was very awkward and difficult until this patient and her 
husband designed and made the simple hook arrangement to carry her 
vacuum cleaner tank. She does all her cleaning, dusting and sweeping of 
walls, furniture and floors with the vacuum, 


In this temporary housing, M8 has 
knee room under the sink so she can 
work easily, The counter height of 
32 inches is four inches below stand- 
ard height. 


This mother prefers to hang her laundry indoors rather than transport 
a heavy basket outdoors. Using the parallel bars as a support she is able 
to unload a top opening washer and to hang her clothes from a standing 
position. Clothespins are unnecessary for most articles hung in the basement. 


In performing fundamental two 
hand movements, the one-handed per- 
son often uses other parts of the body 
as an assistive device. This mother 
holds the tie of a bib taut with her 
teeth, 
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them make a list of all their housekeeping chores 
and then consider carefully: 

Which can be eliminated entirely. 

Which can be simplified so that the home- 
maker can do them. 

Which can be taken over by other members 
of the family. 

Which must be done by employed help. 


5. Encourage the family to study with great 
care the pieces of household equipment that may 
be of the greatest use to all concerned and then 
plan ahead to purchase them if that seems best. 
Before making purchases urge them to consider 
the possibility of adapting old equipment to suit 
their needs. 


6. Start the family on the task of adjusting 
standards of housekeeping to suit the new situa- 
tion. For example: 

Don’t bother to iron sheets. 

Use plastic table mats instead of table cloths. 

Use “mixes” and partially prepared foods, in- 
stead of “starting from scratch.” 

Cook ahead and freeze food, if possible, so 
that one preparation can take care of several 
meals. 

Simplify food preparation, serve a baked apple 
instead of apple pie, or a boiled or baked potato 
instead of mashed potato. 

Make “easy care” one of the prerequisites in 
selecting clothing. 


7. Help the homemaker to work out a time- 
planning chart which includes her prescribed 
rest and exercise periods. 


8. Encourage the homemaker to study ways 
in which she can save energy. 

List the jobs that can be done while sitting 
down, (if that is desirable) such as ironing, dish- 
washing, food preparation. (This may necessi- 
tate adding a lower work surface or the re- 
organization of storage so that materials needed 
will be closer to where they will be used.) 

Consider ways in which household routines 
can be reorganized so that the amount of stair 
climbing, bending and reaching can be reduced 
if this is in line with the patient's needs. 

List jobs that can be done while lying down, 
such as: telephoning, planning household chores 
and visiting with the family and friends. 

Divide up household chores so that each mem- 
ber of the family, even the young children, have 
a specific responsibility. 

Encourage young children to begin to care for 
themselves at an early age by (1) Selecting 
“self-help clothing” so they may quickly learn 
to dress themselves. (2) Arrange storage of toys 
and clothing within their reach and encourage 
them to take over this responsibility. 

9. Help the homemaker to concentrate on what 
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she can do rather than on what she cannot 
do. Encourage her to plan ahead so that 
“her head may save her heels.” Help her to see 


her role as “planner” and “organizer” as well 
as a “doer.” 


10. Try to have the homemaker realize her im- 
portance in her home as an “atmosphere maker.” 
Help her to see the value in having her family 
and friends know that they can usually count on 
finding her at home to welcome them and that 
she will have time to listen. 

11. Keep homemaker rehabilitation training 
facilities in the hospital or rehabilitation center 
as simple and practical as possible. Avoid accept- 
ing any equipment until you are certain it will 
fill a need that justifies the amount of space it 
will occupy. Beware of too many “gadgets.” 

12. Let all concerned remember that “prog- 
ress comes by inches”! The important thing is 
to be certain that the “inching” is in the right 
direction. 


* * * 


Dr. May is now directing a project on the develop- 
ment of teaching aids: “Work Simplification in the Area 
of Child Care for Physically Handicapped Women.” 
A list of publications to date is available on request. Dr, 
Gilbreth and Mrs, Judson are both serving as consultants 
for this project. This research (Special Project 15) is 
partially financed by the Office of Vocational Rehabilita- 
tion, Department of Health, Education and Welfare. 


SELECTED REFERENCES 
1. Gilbreth, Lillian M., Thomas, Orpha Mae, and Cly- 


mer, Eleanor. Management in the Home, Revised, 
New York: Dodd Mead, 1959. (Includes a new 
chapter on the handicapped homemaker and an ex- 
cellent bibliography.) 

2. Rusk, Howard A., M.D., Kristeller, Edith L., M.D., 
Judson, Julia et al. 4 Manual for Training the 
Disabled Homemaker, Rehabilitation Monograph VIII. 
Institute of Physical Medicine and Rehabilitation, New 
York University-Bellevue Medical Center, N.Y. 1955. 

3. Rusk, Howard A., M.D., and 36 collaborators. Re- 
habilitation Medicine. St. Louis: C. V. Mosby Co., 
1958 (Includes chapter by Julia Judson on the prin- 
ciples of training the disabled homemaker and also a 
bibliography.) 

4. Boettke, Eleanor. Self-Help Clothing for Pre-School 
Children, Bulletin No, 1. Storrs, Connecticut: Home 
Economics Research Center, University of Connecticut. 
1957. (This is one of a series of teaching aids de- 
veloped in connection with the Handicapped Home- 
maker Research Project.) A complete list of publica- 
tions is available on request. 

Publications, Film Strips and Motion Pictures 
Concerning the Physically Handicapped Homemaker 

1. American Heart Association, 44 East 23rd St., New 

York City 

Home Economics Research Center, University of Con- 

necticut, Storrs, Conn. 

3. Institute of Home Economics, U.S. Dept. of Agricul- 
ture, Beltsville, Maryland 

4. Michigan State University, School of Home Econom- 
ics, East Lansing, Michigan 

5. Wayne University, Department of Home Economics, 
Detroit, Michigan 


. 
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UPPER EXTREMITY CONTROL BRACE* 


PATRICIA HOLSER, O.T.R.+ 


Picture A. Upper extremity control brace. Note the 
three friction joints, plus the rocker arm joint which can 
be tightened as desired. 


OBJECTIVE 


The upper extremity control brace (Picture A) 
was developed as a means of controlling involun- 
tary motion, principally among the cerebral pal- 
sied, but will undoubtedly be found useful with 
other neurological conditions that are character- 
ized by involuntary motion producing incoordina- 
tion secondarily. 


DESCRIPTION AND CONSTRUCTION 


This brace is attached by slipping it into a 
holder mounted on a wheelchair or a straight 
back chair. There are three friction joints which 
permit the arm to move in a horizontal plane. 
The rocker arm is attached terminally to permit 
vertical motion. The brace permits normal arm 
motions within its range. Each movable joint 
can be tightened to any degree giving resistance 
to motion. Stops are located on the two most 
proximal joints to restrict range of motion when 
desired (Picture B). Three-eighths-inch stainless 
steel rods connect to the joints by being welded. 
When adjusted properly, involuntary motion is 
ruled out and smooth, coordinated motion is 
possible even when the patient first attempts mo- 
tion. The brace is different for the right and left 
arm in only two ways: the holder mounted on 
the chair, into which the brace slips, is set at 
an angle and cannot be switched from side to 
side; also the distal arm of the rods (under the 
rocker arm) is bent sixty degrees toward midline 
to permit free excursion of the rocker arm and 
thus can not be interchangeable. 


DISCUSSION 


It is felt that this control brace will be found 
useful principally with those for whom involun- 
tary motion makes feeding difficult (Picture C). 
Other highly controlled activities of the upper 
extremity that are affected by involuntary mo- 
tion, such as writing and typing, may also be 


helped. 
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Picture B. Brace permits free excursion of the arm 
in the horizontal plane. 


A pilot study on the 
use of the brace has 
been conducted and a 
manual of directions is 
being prepared and will 
be available soon. Cur- 
rently a study is being 
conducted at United 
Cerebral Palsy Associa- 
tion in order to further 
evaluate the brace’s 
scope of usefulness as a 
feeder with adult cere- 
bral palsied persons. 


Picture C. The brace per- 
mits the arm to move easily 
to the mouth for feeding. 


The brace is available commercially from Or- 
thopedic Supply Company of Los Angeles at 
2519 Palm Drive, Los Angeles 7, California. The 
cost is $75.00. When ordering one should spec- 
ify whether it is for the right or left arm and 
length of the forearm from wrist to elbow 
should be given. It will fit children as young 
as eleven years, but if any younger, it needs 
to be specially made. 


*Developed through part of a research grant from the 
Office of Vocational Rehabilitation at United Cerebral 
Palsy Association of Los Angeles County. 


+Director of occupational therapy, United Cerebral 
Palsy Association of Los Angeles County. The author 
wishes to acknowledge the development of the basic de- 
sign to Albert Snelson, C.O., and to Patricia Curran, 
O.T.R., for many helpful suggestions in the developments. 
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A GENERAL CAPACITIES SCALE FOR 
CHILDREN WITH NEUROMOTOR HANDICAPS 


LEO J. KOVEN, M.D.* 
RAYMOND ROWE, O.T.R.t 


Physicians have the responsibility to determine 
the degree of functional disability involved in a 
physical handicap. This evaluation usually is 
made in subjective estimates as “mild,” “mod- 
erate” or “severe”.''** When the patient comes 
under the care of a rehabilitation center, more 
objectively determinable information is neces- 
sary. The general categories described above must 
be altered to provide more specific knowledge 
for use by various members of the rehabilitation 
unit. These members are trained to varying de- 
grees in several modalities. Each member has 
goals within the greater objective as seen by 
the physician in charge of the case. 


Obviously it is impractical to expect the phy- 
sician to detail all the information needed by 
others. Equally one cannot expect any other 
single member of the group to do this. The 
solution is a compilation of information from 
all sources, written in a precise manner with 
maximum clarity. 


One of the earliest scales was developed about 
1942. It is all-inclusive within a limited area. 
Now known as ADL (activities of daily living) 
it is employed in many physical medicine cen- 
ters. While many of these centers have modified 
the original to suit their local needs,**" the 
typical 100 to 300 point progress report remains 
lacking in wide-scale adaptability. 


The health conservation units in the New 
York City public school system service handicap- 
ped children with neuromotor involvement.* 
Diagnostic categories include cerebral palsy, mus- 
cular dystrophy, post poliomyelitis, and other 
generalized neuromotor dysfunctions. Operated 
by the board of education in conjunction with 
the department of health, these units provide the 
patients with multiple professional modalities. 
While basically educational in purpose, each 
unit has orthopedic and pediatric medical super- 
vision; physical, occupational, and speech thera- 
pies; social and other ancillary services. Children 
are admitted until the age of seventeen if they 
are too severely handicapped for placement in 
(1) regular classes, or (2) health conservation 
classes for the minimally handicapped. Following 
admission, general staff conferences are held 
concerning each student. Reports are made by 
the various unit members in which progress is 
noted and suggestions for further improvements 
are made. Thus the child is under objective and 
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critical re-evaluation from all sources two or 
three times in the school year. 


Unfortunately, it is difficult to determine prog- 
ress when it is obscured in the numerous re- 
ports and summaries. To answer the need for 
clarification and simplification, the following pro- 


file has been developed. 
FUNCTIONAL CRITERIA 


I. Intellectual capacity (individual, competent test un- 
less otherwise indicated) 
A. Superior (over 110) 
B. Normal (91 to 109) 
C. Dull normal (76 to 90) 
D. Retarded (51 to 75) 
E. Severely retarded (0 to 50) 


II.. Ambulation (regardless of braces, crutches, canes) 
A. Independent in gait and elevation 
B. Independent in gait, dependent in elevation 
C. Requires manual assistance in gait 
D. Propels self in wheelchair 
E. Totally dependent 


III. Self care activities (ADL) 
A. Normal independence for chronological age 
B. Assistance required for fine activities 
C. Assistance required for gross and fine 
activities 
D. Dependent but can assist in activities 
E. Totally dependent 


IV. Verbal communication (consider intelligibility, not 
involvement) 

A. Completely intelligible 

B. Moderately intelligible 

C. Minimally intelligible 

D. Unintelligible, but can indicate 

E. Totally lacking in means to communicate 

V. Remarks, prognoses, etc. 


Ratings were based upon the following de- 
terminations: 


1. The criteria used for intelligence are comparable to 
those used by the New York City Board of Education. It 
is possible that other dividing points are needed specifically 
for cerebral palsied children. 

2. For variations which cannot be clearly placed in one 
of the five levels of achievement, the nearest is used with 
appropriate notations in the column for remarks. 

3. Self care ratings are obtained through the use of a 
recent ADL scale plus the personal evaluation of the 
therapist. 

4. There may be a few instances where a student can 
communicate better in media other than verbal speech. 
There are those who can use an electric typewrite more 


*Director of the Cerebral Palsy Clinic at Jewish 
Chronic Disease Hospital, Brooklyn, N.Y. 


Coordinator of the Health Conservation (cerebral 
palsy) Unit at Public School 219, Brooklyn, N.Y. 
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initial Evaluation ef New Student 


SELF 
1.Q. AMB. CARE COMM. REMARKS 
Rebert T. Age 9 B D B A Needs physical therapy 
(Muscular Dystrophy) and prevocational Training 
Progress of New Student—6 Months 
Robert T. D B A Continue as before 
Progress of New Student—1 Year 
Robert T. B c A Physical therapy to main- 
tain, drop prevocational 
training. 


In the above example, the reasons for regression could require explanation, and might be located in the records. 


Figure 1 
Summary of a Group (Current Status) 
SELF 
1.Q. AMB. CARE COMM. REMARKS 
John A. Age 10 D B Cc Possible candidate for 
(Spastic Quadriplegia) double handicap class 
William B. Age 14 A A A Refer to Division of Voca- 
(Chronic Poliomyelitis) tional Rehabilitation 
Mary C. Age 12 B D ¢ E Physical therapy and in- 
(Athetoid Quadriplegia) struction in electric 
typewriting 
Sarah D. Age 10 A € B A Intense therapy, all areas 
(Spastic Paraplegia) 
Figure 
Use as a Predictor 
SELF Probable Future School 
1.Q. AMB. CARE COMM. Placement 
Leonard E. Age 10 D E E ¢ Transfer to home 
(Spastic Quadriplegia) instruction: 3 months 
Richard F. Age 12 B E E D Permanent member of unit 
(Dystonic Athetosis) 
George G. Age 8 Cc B B A Transfer to regular class 
(Spastic Hemiplegia) ~ physically handicapped: 
year 
Grace H. Age 5 B Cc B Cc Transfer to regular class 
(Spastic Quadriplegia) for physically handicapped: 
2 years 
Helen K. Age 11 A D D A Permanent member of unit 
(Muscular Dystrophy) 
John M. Age 9 D B Transfer to double handicap 
(Cerebellar Ataxia) class: 1 month 
Figure 


expertly than vocal chords. This can be so indicated in 


the column for remarks. 


5. For the small number of unclassifiable variants, no- 
tations are recorded in the column for remarks. 


In essence, the criteria describe how the han- 
dicapped child functions intellectually, communi- 
cates with others, assists himself, and moves in 
his environment. The profile attempts to sum- 
marize all pertinent information and provide the 
Opportunity to be of use in any of several areas 
of interest... The column set aside for remarks 
can indicate additional desired information, varied 
or limited according to the particular needs of 
the moment, i.e.: therapy prescription, vocational 
guidance, surgery, and so on. 


The scale can be used at the initial screening 
of a child. It may be used periodically to show 
progress. It may be useful as a general survey 
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of a group or a summary sheet. 
are shown in Figures I and II. 

Other information that might be obtained in- 
clude answers to questions such as: what per- 
centage of the group needs intense training in 
self care activities? how many children fulfill 
the criteria for admission to a vocational guid- 
ance program? The information shown in Figure 
III provides a general prediction of the number 
of children who probably will be discharged to 
other placement within a reasonable length of 
time. This then permits an assessment of the new 
applicants who may be admitted to the unit 
within the same period of time. 

In conclusion, a profile has been developed 
with the intent to provide a quick, adequate 
summary of a child’s abilities. As such, intelli- 
gence, ambulation, activities of daily living, and 


Examples 


(Continued on Page 176) 
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WHEN AN OCCUPATIONAL THERAPIST 
IS THE ONLY THERAPIST 


ROBERT SOMMER, Ph.D.* 


On the chronic wards of a large mental hos- 
pital, the occupational therapist may become 
aware that he is the only person giving therapy 
to a patient. He may not be prepared for this 
fact, nor even want to face it. Yet there is no 
escaping its implications and it is most impor- 
tant for him to see himself in a new light. In 
such cases, he is no longer an ancillary therapist. 
He becomes the therapist for the patient. This 
carries with it certain responsibilities and prob- 
lems. If he is not aware of them, his efforts 
may be unrelated to the goals and functions of 
other specialists in the hospital. 


In large mental hospitals, this problem arises 
with sufficient frequency to merit some further 
study. It should be noted that it is not peculiar 
to the adjunctive therapies, but appears with all 
clinical departments. Nurses and aides, social 
workers and chaplains alike find themselves as 
the only ones giving therapy to individual pa- 
tients. The reasons for this are manifold and 
are not always attributable to a shortage of psy- 
chiatrists. Some times an occupational therapist 
can establish a close relationship with a patient 
who did not respond to individual psychotherapy. 
Another patient may have some special skill or 
craft that facilitates a good relationship with an 
occupational therapist who has similar interests. 


Due to the departure from traditional roles, 
such a situation can be very disturbing to a ther- 
apist. No longer can he view himself as advising 
the psychiatrist about his patient, rather the psy- 
chiatrist gives advice about the occupational ther- 
apist’s patient. Doctrines of ultimate medical re- 
sponsibility recede into the background, and the 
therapist becomes the person on whom the pa- 
tient and the rest of the mental health team 
are relying. If he fails, then it is his patient 
who does not improve and responsibility cannot 
be sloughed off onto his advisers. Perhaps sev- 
eral examples will serve to illustrate this: 


Miss A, an occupational therapist, began working with 
a regressed schizophrenic patient, Mrs. L. This patient 
had been in the hospital 15 years and her chances of leaving 
were considered to be very slim. To everyone’s surprise, 
Mrs. L improved rapidly and began to draw posters for 
the hospital magazine. The ward supervisor noticed the 
change and asked the therapist about plans for the patient’s 
future. The therapist, believing that she was following 
hospital protocol, referred the supervisor to the patient’s 
psychiatrist. The psychiatrist, having abandoned hope for 
Mrs. L long ago, was not concerned with the case and 
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saw no point in a change of wards. The supervisor re- 
spected the doctor’s opinion. Mrs. L remained on her 
regressed ward where she was later assaulted by another 
patient and became highly delusional. She refused to 
attend occupational therapy and reverted to her previous 
level of adjustment. 

Mr. B was a parole patient who had been in the hospital 
for seven years. He enjoyed playing the drums and fre- 
quently came to the music therapy room. The therapist 
liked to talk to Mr. B and encouraged him to come when- 
ever he wanted. Mr. B started playing in the hospital 
band and performed on special occasions. He maintained 
his high level of adjustment over a few months and was 
regarded by everyone as much improved. The therapist 
and ward supervisor both knew that Mr. B’s parents did 
not want him at home and that he had no place to go. 


In- both of these cases, the therapist believed 
that matters such as discharge, home placement 
and ward transfer were beyond her ken. She felt 
that these were the responsibility of the psychia- 
trist or perhaps the social worker. Technically 
she was correct, yet there is another principle that 
applies. This concerns the responsibility of any 
employee to ensure that his efforts contribute to 
the goals of the hospital. When the occupation- 
al therapist saw that the patient improved, she 
was responsible for calling this to the attention 
of the patient’s ward supervisor and psychiatrist. 
She should have said “I have done my work and 
the patient has improved, what do we do now?” 
If nothing happens, the therapist is required to 
speak to his own supervisor (director of ad- 
junctive therapies, or clinical director) regarding 
this situation. In a previous paper we discussed 
the pitfalls in the doctrine of limited responsi- 
bility. Here we see several examples of its ap- 
plication. A therapist has a dual responsibility, 
first to perform certain functions, but secondly 
to see that these furictions contribute to the goals 
of the organization. A department does not exist 
in isolation, but is a part of an enterprise with 
certain defined objectives. If a therapist performs 
his functions competently and patients improve, 
he is responsible for seeing that others are aware 
of this improvement, and that the improvement 
brings the patient closer to discharge. 


When official lines of communication have 
been used unsuccessfully, the therapist may ex- 
plore various informal channels. Here he can act 
according to the axiom that when anyone becomes 


*Research social psychologist, Saskatchewan Hospital, 
Weyburn, Sask., Canada. 
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vitally concerned about a patient, something will 
usually be done. In the vernacular, the thera- 
pist must “holler loud enough and long enough” 
to be heard; he must plead his case before any- 
one willing to listen; and must bore, annoy and 
vex his associates to the point where they will 
want to take action simply to silence him. 


In the case of Mr. B, the therapist did nothing 
more than provide the patient with the opportun- 
ity tO participate in a satisfying activity. Un- 
doubtedly this was therapeutic and “good.” Yet 
was this all that the therapist might have done? 
Through his efforts the patient attached a higher 
level of adjustment and maintained it. Due to 
an unfortunate home situation, the patient was 
no closer to discharge. In this particular case, 
after some discussion, the therapist later admitted 
that he was derelict in not attempting to do 
more for the patient, because he had previously 
believed that further action lay outside his role. 
If the patient was to leave, it was evident that 
someone would have to put pressure on the social 
service department. Previously when the ward 
supervisor had done this, he was told that the 
patient was not wanted at home and that other 
possibilities were under study. This continued for 
several years until the supervisor became dis- 
couraged. Thus it fell to the therapist to re- 
open the case. It was clear that Mr. B was 
his patient and no one else’s. He did not require 
individual psychotherapy but only a place to go. 
The social service department was in a position 
to locate a foster home, but were inactive in the 
case. Only the occupational therapist was inter- 
ested in the patient, and when he limited his 
activities to musical programs and a warm per- 
sonal relationship, the patient remained in the 
hospital. The point to be emphasized is that 
there are many occasions when the adjunctive 
therapist must use his own legitimate administra- 
tive channels to ensure that his efforts contribute 
to the patient’s recovery and discharge. 


Every adjunctive therapy department has its 
pet” patients. One or two elderly ladies will 
hover about the occupational therapy office os- 
tensibly wanting to sort wool. A young boy may 
work on hospital posters or the patients’ maga- 
zine. A middle-aged epileptic may run errands. 
These are such typical cases that they hardly 
require elaboration. Yet the goals that the oc- 
cupational therapist sets up for himself vis-a-vis 
the patient are of considerable importance. If 
the therapist sees himself as merely providing 
an outlet for the patients’ energies, all well and 
good. The patient himself may expect that the 
relationship promises no more than a pleasant 
diversion from ward routine. Yet sometimes the 
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relationship will amount to considerably more 
than this. The patient may realize that the thera- 
pist’s office is the only place in which he feels 
comfortable and can maintain his self respect. 
The therapist himself may be aware that he can 
offer the patient considerably more than a re- 
laxing hour of weaving or basketry. He may 
neither want to do psychotherapy nor know the 
principles of techniques, yet his conscience cannot 
let him abandon the patient to the hospital 
rooutine. The situation is such that some action 
is required, but the occupational therapist feels 
reluctant to do “individual therapy” believing he 
is not competent in this regard. 


Fortunately, a distinction can be made between 
personal interest in a patient, a characteristic of 
all individual therapy, and individual psycho- 
therapy. For the OT to consider a_ patient 
as his patient does not require him to give in- 
dividual psychotherapy. Individual psychotherapy 
uses highly specialized techniques (e.g. free asso- 
ciation, non-directiveness, direct analysis, etc.) and 
is based on certain assumptions regarding the na- 
ture of man’s relations with his fellows. Con- 
siderable training and experience are required 
before competence as a psychotherapist is attained. 
None of this should daunt the occupational thera- 
pist working with an individual patient. Our 
psychiatrically-oriented culture to the contrary, it 
is still possible for two people to interact without 
one being in psychotherapy with the other. A 
warm actepting relationship may be a precursor to 
some forms of psychotherapy, but not all such rela- 
tionships belong in the category of psychotherapy. 
It may clarify the distinction between individual! 
interest and individual psychotherapy to mention 
some of the responsibilities of the various parties 
in the relationship of individual interest. The re- 
sponsibilities of therapist and patient during in- 
dividual psychotherapy have been adequately de- 
scribed elsewhere. 


Responsibility of the occupational therapist. 
His work load must be sufficiently flexible 
to provide for unscheduled meetings and informal 
sessions with his patient. A hospital psychiatrist 
often visits his patients in the evenings or on 
weekends, or sits with them at coffee. The oc- 
cupational therapist can expect to do no less when 
he becomes involved in a close relationship with 
a patient. He must also be prepared to seek 
advice or assistance when the relationship be- 
comes too stressful. If matters arise which lie 
outside his competency, he should discuss this 
with his supervisor. 


One nursing text advises nurses to reply, when 
a psychiatric patient attempts to discuss his ma- 
jor problems, “It is better that you do not tell 
me, but Dr. Blank should know this.” At a 
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large mental hospital where Doctor Blank may 
have 200-300 patients, this approach compels 
the patient to discuss his problems with other 
patients or no one at all. In the same vein, the 
occupational therapist cannot prohibit the patient 
from discussing his problems with him even 
though a solution falls outside his competency. 
Many times the simple act of talking about a 
problem will benefit, the patient immeasurably. E. 
Thelmar, in her autobiography The Maniac,’ and 
Paul Hackett, in his autobiography Cardboard 
Giants,‘ stress the patient’s need for someone with 
whom to talk. The patient can use these discus- 
sions for testing the validity of his percepts. These 
autobiographies recount how the improving pa- 
tient gradually learned to doubt the accuracy of his 
own percepts and began to rely on the opinions 
and ideas of others. Through informal discussions 
and activities at hand the therapist can help the 
patient establish firmer ties to reality and learn 
the boundaries of social acceptability. 


The occupational therapist must also bring his 
patient’s case to the attention of persons who 
can help him. This is not done merely with 
the idea of keeping them informed on his prog- 
ress, but in the hopes of interesting them in his 
situation. Lacking the higher status of the psy- 
chiatrist, he must be prepared to plead louder and 
longer to get his patient’s case heard. 


Responsibilities of the patient. He should take 
the occupational therapist into his confidence re- 
garding his hopes and fears, goals and plans. He 
should view the craft or art medium as a means 
to an end, ie., his eventual recovery and dis- 
charge, rather than as an end in itself. The thera- 
pist should be seen as a friend and supportive 
figure in addition to being a teacher and super- 
visor. 


Responsibilities of the hospital administration. 
The occupational therapist should be provided 
with sufficient free time to permit informal meet- 
ings with his patients. He should be consulted 
whenever any move is taken that will affect the 
patients’ well-being (e.g., ward transfer, insulin 
therapy, etc.), and have some voice in any deci- 
sions that are made. Finally, and perhaps of great- 
est importance, is the therapist’s needs for compe- 
tent psychiatric advice. Provision must be made for 
having a psychiatrist available for advice and sup- 
port when a relationship with a patient becomes 
too stressful. At this hospital several years ago, 
a project was started whereby nurses were en- 
couraged to form close relationships with indi- 
vidual patients. The plan almost failed in the 
first few months when several nurses became 
acutely disturbed and had to be removed from 
the project. However when group meetings were 
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scheduled, where the nurses could express their 
anxieties and generally “let off steam,” the proj- 
ect succeeded. The occupational therapist who is 
doing individual therapy deserves no less than 
this. He must be provided with a psychiatric 
advisor, someone to whom he can turn for ad- 
vice and support. 


In this context the question of what the occu- 
pational therapist was originally hired to do be- 
comes immaterial. In a previous paper it was em- 
phasized that people are often expected to per- 
form activities for which they were not trained 
or hired. Administrative duties may fall into this 
category. The relevant questions for the occupa- 
tional therapist are whether he is willing to 
assume responsibility for individual therapy and if 
so, whether he is prepared to use the available 
administrative channels to ensure that the results 
of his efforts are in accord with the goals of the 
hospital. 
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‘TUR UNITEO STATES 


OCCUPATIONAL THERAPY PROGRAM 


Miss Lena Hitchcock, Washington, D.C., who was in 
the first group of reconstruction aides sent to Walter Reed 
in May, 1918, points out the difference in uniform to a 
present-day occupational therapist, Col. Myra L. McDaniel, 
chief of occupational therapy, Surgeon General’s Office. 
Miss Hitchcock was taken on a tour of the hospital’s physi- 
cal medicine service, and to see the occupational therapy 
exhibit at the Armed Forces Institute of Pathology, where 
the above picture was made. Now active in rehabilitation 
of crippled children, Miss Hitchcock, who is a young 70- 
year-old, works every day at the D. C. Society for Crippled 
Children. 
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HOBBY STUDY 


MARGARET E. CONDON, Ed.D.* 


INTRODUCTION 


Hobbies can play an extremely important role 
in the lives of adult individuals. They enable 
people to express their true selves apart from 
business pressures and financial commitments. 
When a man is free to do what he most en- 
joys as an end in itself, he can often find that 
balance and peace of mind which professional 
and occupational duties provide only at times. 
Not infrequently hobbies can be put to profitable 
vocational use; then, however, their unique psy- 
chological significance for the individual either 
disappears entirely or proceeds along different 
lines. 

It cannot be denied that many of the handi- 
capped face almost insurmountable obstacles in 
acquiring and retaining positions commensurate 
with their education and training. Consequent- 
ly, hobbies must often replace salaried positions 
as the primary source of personality expression 
in physically handicapped individuals. In fact, 
as Dr. Howard A. Rusk pointed out in an 
article in The New York Times of December 
27, 1957, it is by no means unusual for newly- 
handicapped persons to discover latent talents in 
themselves which afford lasting satisfaction there- 
after and serve definite therapeutic purposes. He 
gives the example of creative art works pro- 
duced even by those who are virtually paralyzed 
in both arms and who succeed in training other 
parts of the body to replace them. 

With these thoughts in mind, the author has 
attempted, by including as many kinds of handi- 
caps as possible (i.e., all those which applied to 
matriculated students at the City College in Feb- 
ruary, 1958), to ascertain whether the handicap- 
ped face disadvantages in this area as well, and 
to compare the results obtained with the data 
that would probably emerge from a similar study 
of a sector of the average college community. 


SUBJECTS 


Questionnaires were sent to all handicapped 
students at both branches of the school, uptown 
and downtown. The students were requested not 
only to list their present hobbies, but also to 
rank them on a preference scale, from 1 to 4. 
It was hoped that the information gathered 
might shed some light on what hobbies the 
handicapped themselves value most highly. 


RESPONSES 


From a total mailing of 107 forms, 84 re- 
plies were received. Five of those answering 
claimed to have no present hobbies, although two 
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of them had had past recreational preferences, 
and one of them noted a simple lack of any 
leisure time. The other 79 furnished the data; 
some listed only one or two hobbies, while others 
recorded as many as five. 


FINDINGS 


The findings are ordered in the two tables. 
Table I relates the hobbies to the separate han- 
dicapped groups. Table II gives a numerical list- 
ing of all these hobbies among all the handi- 
capped, according to frequency. 


Visual and auditory impairments were the 
most common in this study. Twenty-five stu- 
dents have some visual deficiency, while 14 have 
imperfect hearing. Relatively few blind and 
visually handicapped students choose reading as 
a hobby; the explanation is to be found in the 
fact that blind people require readers, while 
the visually defective students, who must read 
extensively for scholastic purposes, cannot strain 
their eyes further in their leisure time. Similar- 
ly, the deaf and the deafened cannot be expect- 
ed to profit greatly from music, which can 
hardly be enjoyed in the absence of a sensitivity 
to nuances of sound. Nevertheless, reading as 
a hobby for the blind and the visually handi- 
capped is not unknown. One may say that in- 
adequate sight does not itself bar the way to a 
wide familiarity with books, whereas the inability 
to hear with keen discrimination is an almost 
impassable barrier to music. 


Ten diabetics have as many different hobbies 
as the twenty with defective vision. Diabetes, in 
terms of hobbies, does not appear to be a sig- 
nificant handicap. Post-poliomyelitics and _post- 
tuberculous patients share this good fortune, 
though sports are conspicuously absent as a 
hobby among the five former sufferers from 
tuberculosis. This may be traced to the fact 
that prolonged physical exertion is often not 
advisable within this group even after the active 
disease has been brought under control. 


On the other hand, two of the six cardiac 
students participated in sports regularly. How- 
ever, this participation was somewhat limited, 
and both qualified the word sports with the ad- 
jective “light.” 

Definite statements about the other handicap- 
ped groups (ie., those with fewer than five 
members) can scarcely be made. 


*Health Guidance Board, The City College, New York 
City 
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Hobbies According to Handicaps 


Arthritis (1) 
Ham Radio (1) 


Atrophy (Left-leg) (1) 


Reading (1) 

Sports (1) 

Gardening (1) 

Talking with People (1) 
Shop Work (1) 


Blind (7) 


Dancing (3) 

Reading (2) 

Listening to Music (2) 
Boating (2) 

Stamps and Coins (1) 
Bowling (1) 

Scouting (1) 

Talking Books (1) 
Shakespeare (1) 

Ham Radio (1) 


Diabetes (10) 


Stamps and Coins (2) 

Reading (2) 

Hunting and Fishing (2) 

Sports (2) 

Bowling (2) 

Shop Work (2) 

Hiking (2) 

Listening to Music (1) 

Gymnastics (1) 

Dancing (1) 

Fraternity (1) 

Collecting Records (1) 

Photography (1) 

Ham Radio (1) 

Skating (1) 

Shop Work (1) 

Law ( 

Playing Musical Instrument 
1) 


Hi-Fi (1) 
Microscopy (1) 


Hunting and Fishing (1) Tropical Fish (1) 
Playing Musical Instrument Dizzy Spells (2) 
(1) 
1) 
ports ( 
r (6) Debating (1) 
- Sports (2) T.V. (1) 
Swimming (2) Archery (1) 
f Reading (2) Scouting (1) 


Listening to Music (1) 
Hunting and Fishing (1) 
Experiments (1) 

Dating (1) 


Miscellaneous (1) 


Double-Crutch Polio (1) 


iti Reading (1) 
Writing (1) Goins (1) 
Arts and Crafts (1) 
Shop Work a) Tropical Fish (1) 

Dwarf (1) 
hig Listening to Music (1) 

) 

Reading (1) 

Miscellaneous (1) Mande (1) 
Writing (1) 


Congenital Spinal Defect (|) 
Hunting and Fishing (1) 


Swimming (1) 
Photography (1) 


Sports (1) Needlecraft (1) 
i Sightseeing (1) 

Dramatics (1) 
Deaf (2) Chess (1) 

Sports (1) Hearing Loss (4) 

Experiments (1) i 

Driving (1) Reading a 

1) Listening to Music (1) 

Art (1) Stamps and Coins (1) 

Stamps and Coins (1) BAY 
Defective Hearing (9) Dancing iy 

Writing 

Sports (3) 

Miscellaneous (2) Night Blindness (1) 


Stamps and Coins (1) 
Arts and Crafts (1) 


Listening to Music (1) 


Bowling (1) Osteomyelitis (1) 
Hiking (1) Reading (1) 
Card Playing (1) 
a, ) Post Polio (8) 
ooking : 
Knitting (1) Reading (4) 
Chess (1) Writing (3) : 
Debating (1) to Music (2) 
Aviation (1) Sports (2) 


Bike and Horseback 
Riding (1) 


Defective Vision (20) 


Sports (6) 

Photography (4) 

Reading (4) 

Listening to Music (3) 
Stamps and Coins (3) 

Art (3) 

Collecting Records (2) 
Miscellaneous (2) 

Travel (2) 

nae Musical Instrument 


Electronics (1) 
Writing (1) 
Dancing (1) 
Bowling (1) 
Talking Books (1) 
Dramatics (1) 
Aviation (1) 
Politics (1) 
Boating (1) 
Bike and Horseback 
Riding (1) 


TABLE | 
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Stamps and Coins (2) 
Arts and Crafts (2) 
Electronics (1) 
Hunting and Fishing (1) 
Experiments (1) 
Science Fiction (1) 
Collecting Records (1) 
Photography (1) 
Language Study (1) 
ass Musical Instrument 
( 


Dramatics (1) 
ting (1) 


Post Tuberculous (5) 


Hi-Fi (2) 
Reading (1) 
Debating (1) 
Gymnastics (1) 
Yodeling (1) 
Skating (1) 
Miscellaneous (1) 
Bike and Horseback 
Riding (1) 
Politics (1) 
Tropical Fish (1) 


Hobbies—in order of frequency 


Reading (28) 

Sports (21) 

Stamps and Coins (13) 
Listening to Music (13) 
Writing (9) 
Photography (8) 
Dancing (7) 
Miscellaneous* (7) 
Bowling (6) 

Dramatics (5) 

Tropical Fish (5) 
Hiking (5) 

a Musical Instrument 


Art (4) 

Arts and Crafts (4) 
Collecting Records (4) 
Hunting and Fishing (4) 


Politics (2) 

Aviation (2) 

Talking Books (2) 

Bike and Horseback 
Riding (2) 

Electronics (2) 

Gymnastics (2) 

Travel (2) 

Television (2) 

Skating (2) 

Driving Automobiles (1) 

Typing (1) 

Yodeling (1) 

Gardening (1) 

Talking With People (1) 

Science Fiction (1) 

Fraternity (1) 

Needlecraft (1) 


Shop Work (4) Sight-seeing (1) 
Ham Radio (4) Microscopy (1) 
Hi-Fi (3) Archery (1) 
Scouting (3) Law (1) 

Boating (3) Knitting (1) 

Chess (3) Cooking (1) 
Experiments (3) Shakespeare (1) 
Dating (3) Card Playing (1) 
Swimming (3) Language Study (1) 
Debating (2) 


*Miscellaneous hobbies are defined as those unlikely to recur 
within a group of this size. They include: 

(a) Examination of economic data—defective hearing 

(b) Construction of games based on probability theory— 

defective hearing 

(c) Christian education—post tuberculous 

(d) Club promotion—cerebral contusion 

(e) Collecting firearms—defective vision 

(f) Home plan—Defective vision 

(g) Tree identification and study—dizzy spells 


TABLE I! 


The findings of the study as a whole are 
more impressive. Fifty-four different kinds of 
hobbies were cited by the students who respond- 
ed. That figure becomes sixty if each of those 
subsumed under the category “miscellaneous” is 
taken individually. Twenty-five of these hob- 
bies occurred only once, thus pointing to an ex- 
tremely wide range of interests among the 
seventy-nine students. Altogether, there were two 
hundred and fifteen hobbies listed, an average of 
almost three per person. That means that these 
handicapped students rarely have but a single 
hobby. 

As shown in Table II, the five most popular 
hobbies are reading, sports, listening to music, 
stamps and coins, and writing. If we remem- 
ber that this is a college group, this frequency, 
distribution is not without significance. We 
would expect to find just such a division. Read- 
ing, listening to music, and writing are all hob- 
bies inseparable from education, especially as 
regards the type of reading done, the sort of 
music preferred,, and the level of composition 
attempted. Sports is a perennial favorite among 
young people. The collecting of stamps and 
coins represents the continuance of a common 
childhood activity, one which is often carried 
over into adult life. 

As far as the ranking of hobbies is concerned, 
the results proved inconclusive. For example, 
reading, which appeared the greatest number of 
times in all, was listed fourth as often as first. 
This appears to be true, at least in part, be- 
cause the mood of the moment usually deter- 
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NATIONALLY SPEAKING 


From the President 


I wish that every member of our Association 
might have attended the joint meeting of the 
members of the Board of Management and the 
House of Delegates which was held in Indianapo- 
lis last April at the time of the regular mid-year 
meeting of the American Occupational Therapy 
Association. You have read an excellent resume 
of it in the May Newsletter. A detailed report 
has been sent to every person who attended. 
This is available to anyone who wishes to read 
it. 


Many of the state associations have held meet- 
ings at which the delegates have in various graph- 
ic and effective ways presented the data which 
was collected by the Special Committee. This 
gives actual facts on which to base a considered 
and informed opinion. The reports received 
from the state associations have indicated a very 
marked increase of interest on the part of the 
members in the affairs of the Association as a 
whole and a better understanding of the fact that 
it is not the AOTA national office which con- 
trols the policies and procedures of the Associa- 
tion but the Board and the House of Delegates, 
the members of the latter acting upon the in- 
structions given to them by the state members. 


Even before the April meeting it had become 
plain that the question of the actual location of 
the national office was not the crux of the matter 
but a symptom of problems which relate to 
the organization and functioning of the Associa- 
tion. These are not matters which pertain to 
the national office, but to the relationship be- 
tween the Board, the House of Delegates and 
the individual members. 


In the free discussion which transpired during 
the afternoon session of the joint meeting a 
wide variety of questions were asked and many 
different aspects of our problems were touched 
upon. A number of these were mentioned in the 
May Newsletter. 


One major difficulty seems to have been a lack 
of the two way communication which is essen- 
tial in developing understanding.: In some in- 
stances this has been because of lack of back- 
ground or knowledge of past actions. At other 
times it has been caused by totally unintentional 
misinterpretations of the thought behind the ac- 
tion. It is not easy for two persons always to 
understand each other even though they may 
apparently be speaking the same language. One’s 
own ideas, opinions, desires and emotions color 
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the interpretation of another person’s words and 
actions. 


It was quite clearly brought out that there , 
has been insufficient orientation and development 
of state associations as integral, active parts of 
the total body, deeply and sincerely involved in 
the development of the whole profession. 

This may be our first and greatest problem. 
In our state associations lies our real strength. 
We have a number of methods of contact with 
them; the delegates who attend national meet- 
ings and report to their members; the Newsletter, 
the American Journal of Occupational Therapy; 
reports of committees and minutes of meetings. 
Of late years through grants which we have 
received many persons throughout the country 
have been personally involved in the matters 
pertaining to the growth of our profession, for 
example: the OVR Institute in New York in 
June, 1956, followed by four regional institutes; 
the Allenberry Conference; recruitment work- 
shops and our national conferences. 

The Association now has sufficient funds so 
that it has been possible for our executive di- 
rector and others of the office staff to do more 
travelling about the country making personal 
contacts with state associations. There are also 
some funds available for assistance to committee 
members. All these are developments which 
have become possible only within the last five 
or six years, a very short time in the history of 
a profession, and are great strides in its develop- 
ment. There is, however, a great deal more to 
be done especially during this time of national 
and professional questioning and analyzing. Each 
individual occupational therapist must be urged 
and encouraged to accept personal responsibility 
for not only his immediate job, but also-for the 
profession as a whole. 

Another problem is the organization and func- 
tioning of our Association. Our committee struc- 
ture has become large and unwieldy. We need 
to examine it carefully, to correlate and _ re-or- 
ganize as may be indicated. The suggestion has 
been made that we coordinate and categorize 
existing committees under such headings as “ad- 
ministration,” “research,” “development.” 

The functioning of the Board and of the 
House needs to be scrutinized in order to dis- 
cover more efficient ways of handling the mass 
of business which may be covered yet to have 
time for serious consideration of special problems 
and interrelationships. Better orientation of new 
members and good channels of communication 
must be developed. 
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Our educational procedures must be consider- 
ed and our curricula modified to meet the de- 
mands of changing medical concepts. We hope 
that much will come out of the curriculum 
study, supported by a grant from the National 
Foundation, which is now under way. 

The development committee, which was in- 
augurated some years ago, has made a study 
which endeavors to analyze our basic professional 
needs which include selection and procurement 
of personnel, education, clinical philosophies and 
procedures, and organization of both national and 
state associations. This committee is continuing 
its work and its findings and recommendations 
will be the basis of many future discussions. 

The general spirit engendered by the joint 
meeting was most stimulating. We are now 
planning another such meeting at the time of 
the national conference in Chicago in October. 
The value of sitting down together for frank dis- 
cussions of our problems, opinions and differences 
was proven beyond question and the results were 
most gratifying. 

Our profession has many strengths and it is 
our fixed purpose to develop them as rapidly and 
completely as possible to discover our weaknesses 
and to remedy them. 

We are not going to achieve Utopia— ow dull 
it would be! We must also remember that most 
of our problems are not peculiar to us alone. 
They are the difficulties of all similar organiza- 
tions which operate under the handicaps of dis- 
tance, time and finances which limit the degree 
to which individuals may be able to contribute. 

None of these problems are insurmountable 
and with true understanding, a spirit of coopera- 
tion, interest in helping and willingness to con- 
tribute much can be accomplished. 


Helen Willard, O.T.R. 
President 


From the Director of Education 


During the past months I have been priv- 
ileged to attend a number of conferences, insti- 
tutes, workshops and group meetings—large and 
small. I wish to report to you the ideas ex- 
changed by a host of eminently interested and 
interesting people, the questions raised, philoso- 
phies expounded, solutions suggested and _ prob- 
lems yet unsolved. As I listened and talked with 
therapists and others from Houston to Chicago, 
to Boston, to San Francisco, I have become more 
and more aware of the deep and abiding faith 
throughout the land that ours is a profession that 
is vitally’ alive and eager to chart its course 
intelligently and equally eager to rechart the 
course when advisable. I realized as never be- 
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fore that a re-examination of our structure and 
function from time to time is a healthy process. 

‘We can indeed learn much from the delibera- 
tions of other professional groups as they probe 
this or that issue and the possible solutions. Of 
the meetings mentioned earlier, one of the 
most stimulating was the American Medical As- 
sociation’s 55th annual conference on medical 
education and licensure held last February. Would 
that space permitted a detailed report on a 
“jam-packed” three days of papers, workshop con- 
ferences and panel discussions. If I were to try 
to sum up my overall impression in one sen- 
tence, I think it would be that I was greatly 
impressed with the similarity between many of 
the concerns the medical profession is discussing 
and those which we are facing in occupational 
therapy. The theme of the congress was “Spe- 
calism in Medicine.” A random sampling of 
papers presented includes: “The Rise of Special- 
ism in Modern Society,” “Specialism and _ the 
Pursuit of Excellence,” “Maintenance of Standards 
in Graduate Medical Education,” “The Role of 
Research in the Education of all Physicians,” 
“The Residency Program,” “Integration of Arts 
and Sciences with Medicine,” “The Future Po- 
sition of the Internship,’ “Factors of Future 
Significance Which May Lead to Further 
Changes,” and many others. My purpose is not 
to bring you a dull listing of topics, but rather 
to point out that we might benefit from study- 
ing these papers on the trends in medical edu- 
cation and find much that can be equally applic- 
able to the education of the occupational thera- 
pist. 


How often have you considered the questions, 
should occupational therapy students specialize? 
in what? at what level? Should student affilia- 
tions be shortened? lengthened? put on a grad- 
uate level? How many courses can realistically 
be crammed into our academic preparation be- 
fore we reach the point of no return? As 
medicine broadens its scope and more and more 
is learned about illness and disease, how can one 
medical student hope to learn it all, or one 
occupational therapy student? 

We, too, are concerned with our present and 
future programs in graduate education. As this 
goes to press, occupational and physical thera- 
pists directing graduate programs are meeting 
in Palo Alto, California, for an informal two 
and a half days of discussion on graduate study 
in the two professions. This meeting was made 
possible through the generosity of the National 
Foundation. 

Our education committees and the council on 
education have given much time and thought 
over the past few years to many facets of under- 
graduate and advanced study. I would call your 
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attention to their deliberations, published annual- 
ly in AJOT, to the “Guide for the Development 
of Graduate Education Leading to Higher De- 
grees in Occupational Therapy” (AJOT, Vol 
XII, No. 6, 1958), as well as to the articles on 
occupational therapy education in the same issue 
of AJOT. 

Curriculum : building and changes in existing 
curricula require careful consideration and 
thoughtful planning—change is not possible over- 
night. Let us all take an active part in search- 
ing, discussing, sharing ideas and suggestions and 
in working together to keep our educational pro- 
grams in step with the times, realistic of attain- 
ment and thoroughly grounded in common sense. 
The next five years should be exceedingly vital 
ones as we complete the curriculum study project 
and incorporate the curricular changes indicated. 
As the project staff has emphasized again and 
again, the most important thing is not “what 
is our curriculum?” but rather, “what should 
it be?” To answer that, literally hundreds of oc- 
cupational therapists are today thinking more 
seriously about our professional education than 
ever before. Let us not forget that while we 
can “paddle our own canoes,” we can still learn 
much from our colleagues in other areas of pro- 
fessional education. The task confronting edu- 
cators today is probably as colossal as it has 
ever been. Dr. James A. Campbell, in discuss- 
ing the “Role of Research in Graduate Medical 
Education,” stated, “The main problem is not 
how to become educated but how to remain so 
in view of constantly changing knowledge.” 


Virginia T. Kilburn, O.T.R. 
Director of Education 


From the Puerto Rico Conference 


The fourth Inter-American conference on re- 
habilitation that was held in Puerto Rico May 
20-23, and jointly sponsored by the Common- 
wealth of Puerto Rico and the International So- 
ciety for the Welfare of Cripples, had as its 
theme: “Rehabilitation: A Dynamic Process of 
Teamwork.” Sir Kenneth Coles, president of 
the International Society for the Welfare of 
Cripples, spoke briefly at the inaugural session. 
At this session, the messages emphasized the 
importance of integrating all resources, tech- 
niques and attitudes from the various fields of 
knowledge which could contribute to rehabili- 
tation. 


At the first general session, Mr. Joseph Hunt, 
assistant director of the Office of Vocational Re- 
habilitation, United States Department of Health, 
Education and Welfare, delivered the keynote 
address. He chose to discuss the basic principles 
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involved in the process of rehabilitation, and was 
most encouraging to those countries whose eco- 
nomic and professional resources are quite limit- 
ed. He stressed the importance of beginning the 
process of teamwork on the level which would 
best fit the needs of the patients involved, and 
to avoid developing highly artificial plans which 
would ultimately fail. His suggestion was to 
recruit the best team of qualified professional 
persons from the community or country who 
could evaluate and plan a practical approach 
to rehabilitation rather than just an assemblage 
of professional skills. He urged the utilization 
of every human and material resource at hand, 
no matter how small, in order to get a workable 
rehabilitation program underway. 

Since there were representatives from eighteen 
South and Central American countries, the West 
Indies and the Virgin Islands present, many of 
them having very limited rehabilitation programs, 
this conference extended an excellent opportun- 
ity for the participants to share experiences and 
exchange ideas through scheduled group discus- 
sions and demonstration sessions as well as a 
time for progress reports. A representative from 
each country was given the opportunity to re- 
port on accomplishments in the field of rehabili- 
tation since the third Inter-American conference 
was held in Guatemala City, Guatemala, Novem- 
ber, 1957. Most of these reports were given 
in Spanish, and since translations were not avail- 
able, it was impossible for those of us who were 
limited to an understanding of English to follow 
the speakers. There was every evidence of pro- 
found interest on the part of those who could 
understand, so it will be quite interesting to get 
copies of the reports at a later date so as to 
learn of the progress that has been made and 
to follow the activity within the various countries 
to see how effectively they can make use of the 
informational material put at their disposal. With 
a group that demonstrated such eagerness to 
learn we can rest assurred that progress within 
the rehabilitation field will be forthcoming. 

Irene Hollis, O.T.R. 
Field Consultant in Rehabilitation 


The Third International Congress of the World 
Confederation for Physical Therapy will be held 
in Paris, France, September 6-12, 1959. The 
theme of the Congress is “Physical Therapy—Its 
Importance in Human Economic and Social De- 
velopment” with emphasis on neurology, geria- 
trics, orthopedic surgery and traumatology, rheu- 
matology, heart and chest conditions, aids and 
prostheses, and psychiatry. 

Further information may be obtained from 
the American Physical Therapy Association, 1790 
Broadway, New York 19, N. Y. 
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Hobby Study .. . 


(Continued from Page 172) 


mines the kind of recreation to be sought. In 
other words, it is probable that when a person 
has more than one hobby he chooses between 
them for reasons of changing temperament, in 
conjunction with such factors as the weather, the 
season of the year, the time of day, and so on. 


CONCLUSIONS 


If this study be in any way representative 
of handicapped people in general, then one can 
say that the recreational world of the physically 
handicapped is as wide as that of the population 
as a whole. Furthermore, the handicapped, who 
are often at a vocational disadvantage even when 
trained, have interests that are clearly connected 
with their presence in college. 

The following specific assertions are justified 
by the data gathered in this study. 

1. Most handicapped persons, like most other 
people, have hobbies, usually more than one. 

2. Apart from those cases where a disability 
is sufficient to preclude a form of recreation (e.g., 
deafness to the enjoyment of music), handicaps 
rarely interfere with hobbies. 

3. The hobbies of the educated handicapped 
cannot be distinguished from the hobbies of edu- 
cated people as a whole. 

4. There is an amazing variety of hobbies 
among handicapped college students. The fig- 
ures once again confirm the fact that there are no 
handicapped stereotypes, that the physically han- 
dicapped are fully as much individuals as the 
non-handicapped. 

5. Reading was the most common form of 
recreation, as should be the case in a study of 
educated persons. 

6. One cannot construct an absolute percentage 
preference scale of hobbies—matters of time, 
place, and circumstances play an important part. 

7. Hobbies enable the educated handicapped 
to live full, rich, meaningful lives. 


General Capacities Scale .. . 
(Continued from Page 167) 


verbal communication were evaluated. Detailed 
information is left in the routine records. The 
scale can be useful to rehabilitation units for 
the purposes of evaluation, notation of progress, 
summary, survey and prediction. It is sufficiently 
general to be practical, yet able to provide spe- 
cific knowledge rapidly when it is needed. 
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A nine weeks postgraduate cerebral palsy 
course is being offered by Columbia University 
from October 5 to December 4. The course is 
designed to acquaint students with the basic 
knowledge of cerebral palsy, review present sta- 
tus of therapy and discuss the controversial fea- 
tures of our present understanding. For further 
information write: 


Postgraduate Course in Cerebral Palsy 
College of Physicians and Surgeons 
630 W. 168 Street 

New York 32, N. Y. 
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DELEGATES DIVISION 


ARIZONA 
Delegate-Reporter, Marjorie Evert, O.T.R. 


Having been recently approved as a state organization, 
the Arizona Occupational Therapy Association is going 
through a developmental process of discovering itself 
and determining objectives suitable for a small, scattered 
but enthusiastic membership. 

Prior to this 1958-59 calendar, there were four 
meetings of a strictly business nature to write the con- 
stitution, form committees, and accomplish the usual 
preliminary work. This year we have traveled from 
mountain to desert, meeting at five of the institutions 
with established occupational therapy departments. Eight 
agencies employ the thirteen registered therapists now 
working in occupational therapy in Arizona. There are 
a few who are employed in other capacities and some 
who are presently not working. Our association in- 
cludes seventeen active and three associate members. 

Participation in the para-medical careers panel spon- 
sored by the Maricopa County Medical Auxiliary has 
been our main recruitment effort. This group, repre- 
senting nine health professions, has made two films in 
the last three years, For these movies, occupational 
therapists have written the narratives, playing an active 
part in the total productions. The films have been well 
received by the many schools and clubs throughout the 
state to whom they have been shown. 

With elections and committee appointments coming 
up again, we are ready for a game of “musical chairs.” 
In a small group where everyone has two or three 


jobs, the composition can’t change, but the arrangement 
will. 


OFFICERS 
Vice-president Mrs. Adelaide Smith, O.T.R. 
Secretary-treasurer ................ Miss Barbara Koch, O.T.R. 
Delegate Miss Marjorie Evert, O.T.R. 


Alternate delegate ................ Mrs. Shirley Ettinger, O.T.R. 


EASTERN PENNSYLVANIA 
Delegate-Reporter, Elizabeth A. Keller, O.T.R. 


Rechristened the Eastern Pennsylvania Occupational 
Therapy Association, our membership has seen many 
significant additions within the past year. 

Several meetings were held in newly opened depart- 
ments including one at the School of Allied Medical 
Professions of the University of Pennsylvania, recent 
home of the Philadelphia School of Occupational Ther- 
apy. Programs include outstanding medical speakers as 
well as members of our own profession who observed 
hospitals in Korea and Russia or who attended the 
second international congress of WFOT in Copenhagen. 
A “What’s New in Occupational Therapy” feature at 
meetings included brief reports or demonstrations of un- 
familiar equipment or techniques. 

A recruitment committee, largely sparked and man- 
ned by Mrs. Virginia W. Cute, reached several thousand 
persons chiefly through talks to clubs and career con- 
ferences. 

An energetic scholarship committee, only two years 
old, hopes to offer its first scholarship next fall to a 
Philadelphia School student. Funds have been raised 
by such projects as a benefit theater party, a course 
in textile design for graduate therapists, and the sale 
of printed notepaper and Christmas cards. 

We are also attempting to include more students 
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by offering membership in EPOTA and planning some 
programs with their interests in mind. 

While initiating an advisory board for EPOTA, a 
survey of state associations having such boards was con- 
ducted and the results are available to others who may 
be interested. 

Another special committee has been negotiating for state 
certification of occupational therapists in the Pennsylvania 
public school system. 

EPOTA’s latest “additions” seem to promise an ac- 
tive and effective future with the participation of more 
individuals and a closer relationship with AOTA as 
its objectives. 


OFFICERS 
Vice-President ...................---Mrs. Jean M. Gant, O.T.R. 
Mrs. Sylvia H. Larsson, O.T.R. 
Treasurer ..... ....Mrs. Elizabeth Murphy, O.T.R. 
Elizabeth A. Keller, O.T.R. 
Alternate delegate .................... Unarda S. Boggs, O.T.R. 


KANSAS 
Delegate-Reporter, Clara Dubbs, O.T.R. 

K.O.T.A. members made strides in understanding their 
organization through studying and revising their constitu- 
tion to meet American Occupational Therapy Association 
standards, during the last year and a half. A concentrated 
effort to get members to pay their dues brought our 
membership total to 39 active and 9 associate. 

Interest in the association was maintained by continu- 
ing our policy of having the meetings in different 
areas. These included a first visit to the Kansas City 
VA Hospital, the Osawatomie State Hospital, the new 
Winter VA Hospital in Topeka and Menorah Hospital 
in Kansas City. 

Three programs were discussions of research projects 
being carried on in Kansas departments. One was by 
Dr. Appleby of Osawatomie State Hospital on “An 
Evaluation of Treatment Methods for Schizophrenia” 
and one at Winter General Hospital on “Employees 
Attitudes toward Mental Patients in Industrial Therapy.” 
Dr. Donald Rose of the KU Medical Center, our medical 
advisor, spoke at our May meeting. A world outlook 
on occupational therapy was experienced by our mem- 
bers at one meeting. Kirsten Hindsesen from Denmark 
and Kerstin Anderson from Sweden who are training 
for one year at the Menninger Foundation and Topeka 
State Hospital gave very interesting and informative 
discussions of occupational therapy training and working 
conditions in their countries, 

Ellen Roose was our representative to the national 
publicity committee regional meeting in Dallas in Novem- 
ber. The KU Medical Center therapists worked up an ex- 
hibit of hand splints for the Southwest Clinical Con- 
ference exhibit in Kansas City last fall. 

OFFICERS 


Joan Crawford, O.T.R. 
...Jane Kitchen, O.T.R. 
Clara Dubbs, O.T.R. 
Alternate Ellen Roose, O.T.R. 


MASSACHUSETTS 
Delegate-Reporter, Marion W. Crampton, O.T.R. 


One of this year’s goals was to strengthen our asso- 
ciation through preparation of a manual comprised of 
standard operating procedures for all officers, board 
members and committee chairmen. All received copies 
which will be turned over to successors each year. It is 
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hoped that the manual will help to give a better under- 
standing of individual responsibilities, organizational 
structure and inter-relationships so that the therapists 
may have an earlier and more complete orientation, 
may carry out their responsibilities with more assurance 
and may become a contributing member sooner. 


Our goal of helping to strengthen the profession 
through recruitment efforts was achieved by the creativity 
and diligent application of the recruitment committee 
members who wrote a_ thirty-minute television script 
which was accepted, produced and shown on Boston’s 
Channel 2, WGBH, in May. The title was “Two 
Hands Are Not Enough.” A copy of the kinescope was 
purchased, thus enabling MAOT or other interested groups 
to use it for recruitment talks. 

The Medical Advisory Board, composed of five 
physicians, continues to meet with the officers three 
times a year. They guide us on such matters as our 
study of malpractice insurance, the survey of salaries 
and fringe benefits of occupational therapists in Massa- 
chusetts, and resources to tap for financing and_publi- 
cizing the television program. 

Other activities include: sending the Bulletin to all 
registered therapists in Massachusetts in an effort to re- 
kindle interest, a joint meeting with the physical ther- 
apy association, sending a donation of money for the 
1962 congress of the World Federation of Occupational 
Therapists in Philadelphia and having the student gov- 
ernment president from the Boston School of Occupa- 
tional Therapy attend all monthly meetings of MAOT’s 
Board of Managers. 


OFFICERS 
Mrs. Ruth Winer, O.T.R. 
F. Elizabeth Shepard, O.T.R. 
Marion W. Crampton, O.T.R. 
Alternate delegate Eileen O’Hearn, O.T.R. 


The second part of this two-part issue is the Confer- 
ence Issue and contains the speeches from the 1958 con- 
ference and the program for the 1959 conference. 


CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents. (Average 56 


spaces per line). Copy deadline first of each month pre- 
vious to publication. 


State Consultant in Rehabilitative Therapies. OTR 
plus considerable administrative and supervisory experi- 
ence in psychiatric occupational therapy. Salary $6828- 
$8328. Write Personnel Director, Dept. of Public Wel- 
fare, 117 University Ave., St. Paul, Minnesota. 


OTR needed immediately to head department in 180- 
bed geriatric institution. New OT facilities to be in- 
cluded in new addition now in planning stage. New 
graduates acceptable. 3-weeks paid vacation, sick leave, 
holidays, 40-hr. week, meals. Salary $4800.00 to 
$5400.00. Write: Administrator, River Bluff Nursing 
Home, N. Main Road, Rockford, Illinois. 


Opening for occupational therapist in expanding treat- 
ment center. Work with adults and children. Paid va- 
cation and sick leave. Five day week. Social Security. 
Apply: Junior Service League Orthopedic Center, 1219 
Dunn Avenue, Daytona Beach, Florida. 


AOTA 
1959 Conference 


OCTOBER 16-23 
Chicago, Illinois 


Morrison Hotel 


OCCUPATIONAL THERAPISTS 
required by 
PSYCHIATRIC SERVICES BRANCH 
SASK. DEPT. OF PUBLIC HEALTH 


SALARY RANGES: 
Supervisory positions $350-$426 per month 
Non-supervisory positions $300-$364 per month 


GENERAL INFORMATION: There is an open- 
ing for a department head in the Saskatchewan 
Hospital, North Battleford. There are several 
openings for therapists in the Saskatchewan Hos- 
pitals at North Battleford and Weyburn and in the 
Saskatchewan Training School, Moose Jaw. Em- 
ployment as an occupational therapist with the 
Psychiatric Services Branch ensures: 

A feeling of active, total participation in a 
progressive program; 

An opportunity to know and understand pa- 
tients well and to have the satisfaction of ob- 
serving programs; 

Professional working relationships in a team 
composed of a considerable number of profes- 
sional disciplines including psychiatry, social 
work, and nursing. 


APPLICATIONS: For forms and further infor- 
mation write to the Personne] Officer, Dept. of Pub- 
lic Health, Provincial Health Bldg., or the Public 
Service Commission, Legislative Building, Regina, 
Sask., Canada. Refer to file number 5831. 


178 


AJOT XIll, 4, Part 1, 1959 


| 
q 
| 


h 


in 
al 
he 
Nhe 


he 


Wanted: Registered occupational therapist II (director), 
salary $4,472 to $5,564, depending on qualifications. 
Relatively new department with growth possibilities. Paid 
vacation, sick leave, legal holidays, excellent retirement 


system, group life insurance. Apply: Peter W. Bowman, 
M.D., Supt., Pineland Hosp. & Training Center, Box C, 
Pownal, Maine. 


Occupational therapist staff position, preferably some 
experience in cerebral palsy. Outpatient center, all ages, 
offering physical therapy, occupational therapy, speech 
therapy and special education. Some student training 
program. Annual four weeks paid vacation. Hours: 
8:30 to 4:00, Monday through Friday. Salary open. 
Apply: Miss Modenna M. Brossard, R.P.T., Coordinator, 
502 W. Mistletoe Avenue, United Cerebral Palsy Treat- 
ment Center, San Antonio, Texas. 


Occupational therapist, registered, staff level; inter- 
ested in working with amputees, polios, paraplegics, cere- 
bral palsy and related diagnoses. Rehabilitation hospital 
with present bed capacity of 65 beds. Planning now 
underway for expansion of in-patient and out-patient 
facilities. Progressive personnel policies. Salary com- 
mensurate with experience and training. Apply Adminis- 
trator, Eastern N.Y. Orthopaedic Hospital-School, Inc., 
124 Rosa Road, Schenectady 8, New York. 


Chief occupational therapist in a well established re- 
habilitation center, located in an outstanding medical col- 
lege. Plans for expansion. Salary range $5400-6720. 
Available immediately. Write to: F. W. Mulcahy, Ad- 
ministrator, Baruch Center of Physical Medicine, Medical 
College of Virginia, Richmond 19, Virginia. 


See Oregon and become acquainted with our state dur- 
ing our centennial year activities. Pleasant working con- 
ditions for OTR with 1 year experience, to assume direc- 
tion of department in tuberculosis sanitarium, salary 
$4100-$5000, sick leave and retirement. Full subsistence 
$40.00 per month. Just 10 minutes from Salem, our 
capital city. Write Dr. R. E. Joseph, Superintendent, 
Oregon State Tuberculosis Hospital, Route 4, Box 28, 
Salem, Oregon. 


Immediate opening for staff therapist in university hos- 
pital. Programs in psychiatry or GM & § and physical 
disabilities. Write: Mary K. Joss, Chief, Occupational 
Therapy Dept., The Johns Hopkins Hospital, Baltimore 
5, Md. 


Occupational therapist: Immediate opening—general 
hospital—all men _patients—psychiatric unit included. The 
OT department is small enough to afford personal in- 
dividual patient attention. Duties include basic instruc- 
tion of affiliate psychiatric nursing students. Salary open. 
Liberal personnel policies. Address: Administrator, Alexian 
Brothers Hospital, St. Louis 18, Missouri. 


Immediate opening for occupational therapist in small 
open door psychiatric unit. Salary open. Annex to 250 
bed general hospital. Northwest Texas Hospital, P.O. 
Box 1110, Amarillo, Texas. 


AOTA Reg. OT for OVR Grant Home Care Physical 
Rehab. project. Physiatric supervision. Immediate open- 
ing $4,800, vac., sick leave. Apply Ann P. Kent, M.D., 
Dist. Health Off., 34-33 Junction Blvd., Jackson Heights 
72) 


california calling 


OTR’S at NATIONAL CONVENTION: 


You are invited to meet 


LEE HELSEL, Chief of Rehabilitation Services 
of the California State Department of Mental Hygiene 


’ He is available for Personal Interviews regarding positions with 
the State of California. You may leave a message for him at the 


Hotel Morrison, October 16-23, as to where and when you can 
be reached during the convention. 


Starting salary $415 a month 
Or Write Mr. Helsel at 1320 K Street, Sacramento, California 
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Immediate placement for registered, qualified occupa- 
tional therapist in hospital expanding from 350 to 533 


medical-surgical beds. Extensive pediatrics program and 
developing rehabilitation unit and psychiatry division in- 
cluded in hospital service facilities. Progressive admin- 
istration in a community hospital located in the heart of 
Cleveland’s cultural, scientific and educational area. Sal- 
ary open. Write Mr. Leon Bernstein, Assistant Director, 
Mount Sinai Hospital of Cleveland, 1800 East 105th 
Street, Cleveland 6, Ohio. 


Occupational therapists for California state hospitals. 
Progressive program presents opportunities for imagina- 
tive, resourceful therapeutic activities. OTR works as 
member of professional team toward goal of total re- 
habilitation of the individual patient. Requires eligibil- 
ity for registration with national registry of American 
Occupational Therapy Association. Pleasant working con- 
ditions; no experience necessary to start at $415.00 a 
month; promotional opportunities. Liberal employee bene- 
fits. Write for details to State Personnel Board, 801 
Capitol Avenue, Sacramento, California. 


SASK. DEPT. OF PUBLIC HEALTH 
REQUIRES FOR 
PHYSICAL RESTORATION CENTRE 
REGINA 


(1) An occupational therapist for general duties 
in a progressive occupational therapy depart- 
ment. This is general rehabilitation centre 
for the physically disabled of all ages and 
includes physical therapy, occupational ther- 
apy, speech therapy, special education and 
counselling services. The occupational ther- 
apy department has an A.D.L. section with 
training kitchen, a pre-vocational unit for 
work conditioning and assessment, and a 
garden, in addition to general treatment 
areas. Since the caseload includes such long 
term conditions as cerebral palsy and cere- 
bral vascular accidents, therapists must be 
prepared to work with these cases. 

Salary Range: $300-$364 per month. 
File No. c/c 5831. 


(2) An experienced occupational therapist or 
teacher with vocational training to be re- 
sponsible for the pre-vocational unit of the 
occupational therapy department. The pro- 
gram will include measuring work toler- 
ance, directing activities for work condition- 
ing, and conducting pre-vocational testing of 
skills and aptitudes in cooperation with a 
psychologist and vocational counsellor. 

Salary range $337-$410 per month. 

File No. c/e 5912. 
Regina is a rapidly expanding city with the 
advantages of both town and city life. It 
has institutions and facilities that provide 
excellent opportunities for educational and 
cultural pursuits and for a wide variety of 
sports and recreational activities. 


EMPLOYEE BENEFITS include: five day week; 
three weeks holiday; three weeks accumulative 
sick leave allowance annually with pay; excellent 
pension and group life insurance plans and other 
benefits. 


For further information and application forms 
write to: Personnel Officer, Department of Public 
Health, Provincial Health Building, or Public Serv- 
ice Commission, Legislative Building, Regina, Sas- 
katchewan. 


Applicants should refer to file numbers. 


180 


Do OT’s exist? This hospital has unusual advantages 
to offer members of this vanishing species—a liberal, OT- 
minded administration; modern occupational therapy build- 
ing, fully equipped, but not fully staffed; up-to-date living 
quarters, complete maintenance $316. per year; large stu- 
dent training program; wide range of craft supplies and 
activities; a growing program that is outgrowing the 
present staff; salary—interesting and adjustable; automatic 
yearly increments; paid vacations, holidays, and sick time; 
40-hour week; health insurance, and retirement plans, plus 
social security; vital statistics—state, psychiatric, 3000-bed, 
average patient stay 3 months, A.M.A. accredited. Are 
you interested: Contact Mrs. Virginia Holmberg, OTR, 
Connecticut State Hospital, Middletown, Connecticut. 


Occupational therapists (staff) interested in positions in 
Indiana, write to Sophia Lindahl, Placement Service 
1.0.T.A., 3000 W. Washington, Indianapolis 22. 


Wanted: Occupational therapist with three or more 
years experience, prefer experience with poliomyelitis pa- 
tients. Good salary, hospitalization and life insurance, 
3 weeks paid vacation, sick leave, and holidays. Position 
available immediately with medical college teaching hos- 
pital and respiratory center. Write: H. S. Matthews, 
Director of Personnel, Medical College of Georgia, 
Eugene Talmadge Memorial Hospital, Augusta, Georgia. 


O.T.R., preferably male, for growing rehabilitation 
unit of general hospital. Interest and abilities in work 
evaluation desirable. Box No. 50, American Journal of 
Occupational Therapy, 3514 N. Oakland Ave., Milwau- 
kee, Wis. 


Maryland, Levindale, Belvedere and Greenspring Ave- 
nues, Baltimore 15, Maryland, Mrs. Harry Bear, Presi- 
dent. OT with experience needed for progressive Jewish 
home for aged and chronic hospital. Pleasant surround- 
ings and enthusiastic volunteers. Starting salary $4000- 
$5000. 


Immediate opening for female O.T.R. for supervisory 
position in a 3,500 bed, psychiatric hospital and teaching 
center. Beautiful setting, 20 miles from N.Y. City. Large, 
well equipped clinics, Salary range $4,046 to $5,256, 
depending on experience. Civil Service, paid hospitaliza- 
tion, insurance, vacation and sick leave. Contact Clive 
Krygar, Jr., Director of O.T., Essex County Overbrook 
Hospital, Cedar Grove, New Jersey. 


O.T. director with a particular interest in children 
with physical disabilities and in the team approach. Sal- 
ary dependent upon experience. Write Dr. William 
Georgi, Physiatrist, Children’s Rehabilitation Center, 936 
Delaware Ave., Buffalo 9, New York. 


Occupational therapist wanted for full time position 
in accredited psychiatric hospital. Mrs. Heide F. Bernard, 
Executive Director, Hall-Brooke Hospital, Greens Farms, 
Connecticut. 


Registered occupational therapist for a geriatric facility 
serving both well and chronically ill people. Salary range 
$4,000.00 — $5,000.00. Starting salary depends on quali- 
fications. For further information write Stanley E. Sny- 
der, Director of Social Service, Rosa Coplon Jewish 
Home and Infirmary, 10 Symphony Circle, Buffalo 1, 
N.Y. 


Position available for experienced occupational thera- 
pist in comprehensive rehabilitation ward of large gen- 
eral hospital. Active student program, good teaching op- 
portunities. Forty-hour week, salary commensurate with 
experience and training. Apply to Miss Jean Coffin, 
O.T.R., Director Occupational Therapy, Massachusetts 
General Hospital, Fruit Street, Boston, Massachusetts. 
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Two staff occupational therapy positions open. 140 


bed hospital and out-patient program. Staff consists of 
5 registered therapists and 1 departmental clerk. * Inter- 
esting rehabilitation work with children and adults, all 
types of orthopedic cases. Nationally recognized ampu- 
tee center. Federal amputee research program conducted 
here. Excellent learning situation. Registered therapists 
do only functional therapy under direct supervision of 
our orthopedic surgeons. Affiliate student training pro- 
gram throughout year. Positions open entail some teach- 
ing responsibility for which therapists engaged will be 
trained, if indicated. One of the available positions is 
chiefly cerebral palsy work. If indicated, therapist will 
be sent to take special course in this field. Salaries com- 
mensurate with national standards. Three weeks vaca- 
tion with pay and six legal holidays. Contact Miss Aida 
Lund, OTR, Director of Occupational Therapy, Mary 
Free Bed Guild Children’s Hospital and Orthopedic Cen- 
ter, 920 Cherry Street, S.E., Grand Rapids 6, Michigan. 


Registered occupational therapist for 239 bed hospital. 
Thoracic diseases 203 beds, chronic illness 36 beds. Ex- 
perienced in treatment of physical disabilities. U.S. citi- 
zen, under age 50. Salary range $371.00 to $464.00. 
Write to Tulare-Kings Counties Hospital, Springville, 
California, 


Chief occupational therapist. 900 bed general hospital 
affliated with Western Reserve University. Opportunities 
to develop a clinical and an academic department. Posi- 
tion includes a faculty appointment with teaching re- 
quirements in physical therapy, occupational therapy, and 
nursing. The tentative salary, with a master’s degree, 
is $6500 per year with increments of $300 per year for 
the following two years. Hilda B. Case, M.D., Director 
of Physical Medicine & Rehabilitation, University Hos- 


pitals of Cleveland, 2065 Adelbert Road, Cleveland,. 
Ohio. 


Director of occupational therapy. Must be registered 
in AOTA. A county hospital, which serves those with 
chest diseases as well as those with non-tuberculous 
chronic diseases. Occupational therapy department has 
been well established for several years. Personnel ori- 
ented and cooperative. Opportunity for full maintenance 
on grounds at a reasonable rate in a new and well-ap- 
pointed building. Convenient to New York City, good 
transportation available. Unusual opportunity for initia- 
tive and community contacts. Salary open, depending 
on experience and qualifications. Increments and benefits 
on civil service standards. Contact: Dr. John E. Runnells, 
Medical Director, John E. Runnells Hospital for Chest 
Diseases, Scotch Plains, N. J. 


Are you an experienced OTR or recent graduate in- 
terested in variety in your work—physical disabilities, 
psychiatry, and pediatrics; helping plan a new OT wing; 
becoming OT director within a year; one month paid 
vacation, five day week, good salary? Contact Mrs. 
William Lucas, O.T.R., OT Dept., Vanderbilt University 
Hospital, Nashville, Tennessee. 


O.T. Ill and O.T. Il with 3 and 2 years experience 
respectively to direct program in a school and _ hospital 
for high grade defective and emotionally disturbed ado- 
lescents. 15 day vacation, 15 days sick leave, 13 holi- 
days. Retirement plan and Social Security. For details 
write Box 40, American Journal of Occupational Ther- 
apy, 3514 N. Oakland Ave., Milwaukee, Wis. 


Qur January-February ad brought us a third OT, now 
we need a fourth . . . a progressive rehabilitation center, 
in and out patient, full team, educational, dynamic OT 
program stressing functional therapy, ADL training, 
homemaking, pre-vocational; also blind training. Located 
25 miles from New York City. Beginning salary $4300 
with excellent benefits. Contact Miss Joan Caspersen, 
O.T.R., Supervisor, Occupational Therapy Dept., Burke 
Foundation, Mamaronek Ave., White Plains, New York. 


The New York State Department of Mental Hygiene 
offers opportunities for initiative in active treatment serv- 
ices, research and experience in student supervision. ‘Tui- 
tion is available for advanced courses. Beginning salary 
—$4,502 with promotional opportunities to $7,760. Write 
Virginia Scullin, O.T.R., Director of Occupational Ther- 
apy Services, New York State Department of Mental 
Hygiene, Albany 1, New York. 


Positions open for one chief occupational therapist and 
one staff therapist at Rogers Memorial Hospital, a private 
92 bed, non-profit, neuropsychiatric foundation located 28 
miles from Milwaukee. Prefer persons interested and 
experienced in psychiatric OT but will consider recent 
graduates. Salary commensurate with training and ex- 
perience. Apply to: Dr. LeRoy A. Wauck, Coordinator 
Non-Medical Therapy, Rogers Memorial Hospital, Ocono- 
mowoc, Wisconsin. 
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Opening for registered occupational therapist in a cere- 
bral palsied out-patient center which offers a medical, 
educational, vocational and recreational program to the 
cerebral palsied of all ages. Contact Miss Jean Eastman, 
Coordinator of Medical Services, United Cerebral Palsy 
of Nassau County, Washington Avenue, Roosevelt, N. Y. 


Consider Cleveland, one of the nation’s medical cen- 
ters. Registered occupational therapist for physical disa- 
bilities and psychiatric services in 527-bed general hos- 
pital. Attractive facilities and living accommodations. 
Generous vacation and sick leave policies. Salary open 
for consideration of experience and qualifications. Write: 
F. J. Eckfeld, Administrative Assistant, Saint Luke’s Hos- 
pital, 11311 Shaker Blvd., Cleveland 4, Ohio. 


Opening for occupational therapy director. 
tion but no experience necessary. 10 OT’s in department; 
1200 bed mental hospital. Salary $4,980 to $5,496. Full 
maintenance on grounds at $30.00 per month for em- 
ployee. 42-hour week, liberal holiday, vacation and sick 
leave. Contact Ted O. Irwin, Coordinator of Adjunctive 
Therapies, Box 589, Larned, Kansas. 


Registra- 


Edmonton, Alberta, Canada. Female registered occupa- 
tional therapists wanted for positions in modern rehabilita- 
tion clinic for the industria] disabled, which has been in 
operation since 1953. Gross monthly income $260.00 to 
$315.00, which includes cost-of-living bonus adjusted quar- 
terly. Pension plan in effect. Medical and hospitalization 
benefits available. Working conditions: eight-hour day, 
five-day week, annual leave with pay. Further details on 
request. Applicant requested to furnish details as to train- 
ing, qualifications, experience, etc., to Dr. J. R. Fowler, 
Medical Director, Rehabilitation Clinic, Workmen’s Com- 
pensation Board, Edmonton, Canada. 


Occupational therapist—prevocational evaluation pro- 
gram for physically disabled, mentally retarded, and emo- 
tionally ill persons. Community vocational rehabilita- 
tion agency in Pittsburgh, Pa. Salary $4500-$6000. 
Write Box 30, American Journal of Occupational Ther- 
apy, 3514 N. Oakland Ave., Milwaukee, Wis. 
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Georgia Warm Springs Foundation 
GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
In the Care of Neuro-Muscular Disease 


This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical” Therapy 
Association and/or American ay Physical Yhera- 
pists, or American Occupational apy Association. 


Entrance dates: First Monday in January, April and 
October. 


Course I—Emphasis on care of convalescent neuro- 
muscular disease with intensive training in functional 
anatomy, muscle testing, muscle reeducation and use 
of supportive and assistive apparatus. This course is 
complete in itself. 


Course oe months duration with course | pre- 
requisite. —— on care of severe chronic physical 
handicaps with intensive training in resumption of func- 
tionai activity and use of adaptive apparatus. 


In-Service Training Program—Fifteen months duration 
at salary of $225 per month plus full maintenance, in- 
creasing to $250 per month at the — of _— 
months. This program includes training in course | and. | 


Tuition: None. Maintenance is $100 per month. For 
scholarship to cover transportation and maintenance for 
course | and II, contact National Foundation for In- 
fantile tn mes Inc., 301 East 42nd St., New York 17, 
N. Y.  (Schol larships require two years ‘of experience.) 


For further information contact: 


ROBERT L. BENNETT, M.D. 
Medical Director 
Georgia Warm Springs Foundation 
WARM SPRINGS, GEORGIA 


Exer-Dough, Eze-Mark 
Crayon Holder, Adapted 
Games, Walk-Master Sta- 
bilizers, Writing - Drawing 
Board — A growing Line 
of Multi-Purpose Rehabili- 
tation Products for Hospital 
Clinics, Schools, and Re- 
habilitation Centers. 


Represented by: 
Rehabilitation Products, Evanston, Illinois 
Abbey Rents, Los Angeles, California 
J. A. Preston Corporation, New York, N. Y. 


For information, write to: 


EXER-DOUGH ENTERPRISES 


P.O. Box 425 Arlington, California. 


Q WONDER TOOL 
N Makes leather 


Easier 
HANDY-CARVE 
Wew, Al/-/n-One TOOL 


* One tool makes complete leathercraft designs, bevels, 
shades, decorates and backgrounds * QUIET * no hammering 
: * ideal for use in hospitals * EASY for Bed patients to 

$10. Doz. handle, even T.8. patients * HOLD HANDY CARVE JUST 
! LIKE A PENCIL. USE it like a pencil. As easy as writing 
your name * Adjustable handles may be applied for gross to 
fine grasping motion * Provides ideal graded activity from 
bed to clinic * EASY fast results — patient's interest develops and STAYS 
* Good for simple i ion to higher education levels * FITS YOUR 
BUDGET. Low cost. No waiting for tool sets. Start leathercraft therapy 
sooner * Let them learn with handy carve then progres to stamping tools 
and conventional patterns. 


BILLFOLD KIT 


Handy Carve Billfold Kit, complete with Precision- 
cut Quality Leather, Lacing Needle, Leather Finish, $295 


Easy-carve pattern sane Carve TOOL and com- 
plete easy instructions . . . (shown above) 


FREE HELP for Occupational Therapists 
100 PAGE LEATHERCRAFT CATALOG 
TANDY LEATHER CO. (since 1919} 


P. O. Box 791 NK * Fort Worth, Texas 
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YOUR MOST DEPENDABLE 
SOURCE FOR 
OCCUPATIONAL THERAPY — 


WOOD AND METAL SHOP SUPPLIES 


hh 


Write today for our latest catalog and prices 


PATTERSON :/BROTHERS 


15 PARK ROW NEW YORK. N Y 
YOUR MOST DEPENDABLE SOURCE SINCE 1hab 


“Exclusive With S & S” 


The remarkable new line of reedcraft 
kits. 


IMPORTED FROM SWEDEN 


24 Different models that are guaranteed to put 
new life in your craft program. 


LUSTRE TILE IN THREE SIZES 


Amazingly low priced, quality ceramic tile in 
regular, tiny and ‘‘slim jims’’ sizes. With several 
excellent inexpensive tile projects. 


Closeouts on link belts 
Terrific bargains on link belt knits not quite up 
to our regular high standards. 


All these and many more are illustrated in our 
new brochure. Send for your copy today. 


S & S Leather Co. Inc. 


COLCHESTER 44, CONN. 
Specialists in handicrafts for the O.T. 
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It Pays to Use the Classified Section of the 


AMERICAN JOURNAL OF OCCUPATIONAL THERAPY 


DO YOU HAVE A VACANCY 
IN YOUR DEPARTMENT? 


An ad under “‘positions available’’ in the 
American Journal of Occupational Therapy 
reaches all registered. occupational ther- 
apists who are members of the American 
Occupational Therapy Association. 
Therefore if you have a vacancy in your 
department, your ad will be read by occu- 
pational therapists interested in your de- 
partment, your city, or the challenge your 
position offers. 


DO YOU WANT A CHANGE 
OF POSITION? 


An ad under “positions wanted” will reach 
department directors and hospital admin- 
istrators interested in an occupational ther- 
apist for a vacancy in their department, 
for a new position or for a new department. 
No other magazine is published exclusively 
for occupational therapy so you can be cer- 
tain the classified section of the Journal 
will be a reference for those seeking per- 
sonnel. 


Classified Advertising Department 


American Journal of Occupational Therapy 
3514 North Oakland Avenue, Milwaukee 11, Wisconsin 


Please schedule the following advertisement for the issue(s) of 
the American Journal of Occupational Therapy under the following heading: 


Positions Available 


Positions Wanted 


1 Check or money order enclosed Signed 


O Bill the hospital Title 


Hospital 
Address. 


City. 


Zone 


State_ 


INFORMATION ON THIS LOW-COST SERVICE: 


Minimum rate $3.00 for 3 lines; each additional word ten cents. (Average 


56 spaces per line.) 


Deadline: First of the month previous to publication. 


The American Journal of Occupational Therapy is published bimonthly in 
the even months of February, April, June, August, October and December. 


Classified advertising is the lowest cost method of advertising available. 
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ALWAYS top quality 
ALWAYS dependable 


ALWAYS uniform 


and pastel effects. 


long lasting. 


“SANDUSKY OHIO: 


WATER COLORS 


Colorful impressions are quickly cup- 
tured with Prang’s quality semi-moist 
colors. First choice of ‘Sunday Paint- 
ers” to professionals, everywhere. 


Fhang CRAYONEX 


Unexcelled as the most responsive art 
medium for children, 
therapeutic patients. You get all the 
Xtras from Prang Crayonex! 


students and 


SKETCHO 


Universally acclaimed as the most ex- 
citing and easy to use sketching me- 
dium. Ideal for beautiful oil painting 


Fhang TEMPERA COLORS 


Colors that whisper or shout, Prang 
Tempera is “‘tops”’ for a versatile pro- 
gram in arts and crafts for all ages 


AQUA TEXTILE 
COLORS 


Wonderfully adaptable to contempo- 
ary handicrafts and textile decoration. 
— results are satisfying 


Enjoy Quality! Always Insist on Dixon-Prang. Write for “how-to” sheets. Dept.OT-46 


THE AMERICAN CRAYON COMPANY 
NEW rom 
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OFFICIAL PUBLICATION 


OF THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION 


Vol. XIII, No. 4, Part Il 1959 July-August 


TABLE of CONTENTS 
ARTICLES 


Mary Van Gorden, O.T.R. 


(Perception and Communication 183 


Seymour Robins 


/ Mass Media and Health Communication ...........0...cccccccceceeeeeee 185 
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Copyright 1959 by the American Occupational Therapy Association 
New York 19, New York, Published bi-monthly. 


This is Part || of a two-part issue. 


| 
4y 
2 
~ - 
7 
‘ | 
| | 
2 
| 
| 
pt.OT -46 


Meir US 
TYRE TREENGS 
WORTH KEEPING 


A boy keeps days like these 
all his life. Some day he’ll 
trundle his own sons in a 
barrow too—remembering 
the jolly, peaceful man-to- 
man times spent with his 
father. 

So many precious things 
like this depend on peace. 
And peace depends upon so 
many things. For instance: 
peace costs money. 

Money for strength to keep 
the peace. Money for science 
and education to help make 
peace lasting. And money 
saved by individuals to keep 
our economy sound. 

Every U.S. Savings Bond 
you buy helps provide money 
forour country’s Peace Power 
—the power that helps us 
keep the things worth 
keeping. 

Photograph by Harold Halma 


HELP STRENGTHEN AMERICA'S PEACE POWER 


BUY U.S. SAVINGS BONDS 


gone 
The U.S, Government does not pay for this advertisi Treasury Department thanks F/ - 
The Advertising Council and this patriotic donation. 
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WONDER TOOL 
New Makes Leather Carving 


Inexpensive 
HANDICRAFT 


HANDY-CARVE 
New, All-In-One TOOL 


* One tool makes complete leathercraft designs, bevels, 
shades, decorates and backgrounds * QUIET * no hammering 
* ideal for use in hospitals * EASY for Bed patients to 
handle, even 1.8. patients * HOLD HANDY CARVE JUST 


LIKE A PENCIL. USE it like @ pencil. As easy as writing 
i your name * Adjustable handles may be applied for gross to and hobby shops everywhere 
| fine grasping motion * Provides ideal graded activity from — or write direct. 


bed to clinic * EASY fast results — patient's interest develaps and STAYS 


* Good for simple instruction to higher education levels * FITS YOUR No. 735 Indian Bead No. 280 Suji Wire Art 

BUDGET. Low cost. No waiting for tool sets. Start leathercraft therapy Ring Kit Ltt eee e eee 29¢ Miniature Figure Kit 39c 
} sooner * Let them learn with handy carve then progresé to stamping tools No. 738 Indian No. 281 Suji Wire Art 

and conventional patterns, Beadcraft Loom Kit 39c Flower Kit ........ 29c 


No. 474 Plexon No. 282 Suji Wire Art 
Handy Carve Billfold Kit, complete with Precision- ‘Lonyard Kit. 29c ‘ 


cut Quality Leather, Lacing Needle, Leather Finish, 295 FASCINATING, INEXPENSIVE X-ACTO CRAFT 
Easy-carve pattern Handy Carve TOOL and com- 3 MANUALS YOU WILL WANT FOR YOUR LIBRARY 


plete easy instructions . . . (shown above) 
GH 
FREE HELP for Occupational Therapists * Braiding ‘Weaving 7 fo, Use, Them 
-acto 
100 PAGE LEATHERCRAFT CATALOG 2 25¢ 


TANDY LEATHER CO. (siNcE 1919) X-ACTO, INC. 


48-41M Van Dam St., Long Island City 1, N. Y. 
P. O. Box 791 NJ ° Fort Worth, Texas 


Everything for the 
Handweaver 


HANDWEAVING YARNS 


COTTONS @ WOOLS e@ HOMESPUNS 
‘ LINEN @ METALLICS e@ CHENILLES 
NOVELTY YARNS 


Looms, including Leclerc Folding Loom 
Warping Frames 
Bobbin racks and winders 


Table reels Tension boxes PROMPT 


SHIPMENTS 


Send $1.00 for complete color cards. This 
$1.00 can be applied to your next order 
of $10.00. 


Write today for free catalog and current price list 


Order all your handweaving supplies LILY Ml LLS COMPANY 
from the Handweaver’s Headquarters HiDIy.m HWN, Shelby, N. C. ix 
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Only $1.00 


Your choice of 
2 designs 
to knit or 

crochet 


Unusual head-hugging fashions...the pert Bow 
Tie...a charming Bonnet. Instructions are in- 
cluded for both knitting and crocheting each 
style. An easy and quick to make fashion of 
Winter Weight yarn. Complete with delicate, 
lustrous pearls for glitter. Available in Snow 
White, Scarlet and Black. Packed in a re-usable 
plastic knitting box. 

Kit fashions by Dritz offer a variety of hand- 
some yet inexpensive styles. Easy to make, too. 
Sweaters, jackets, baby wear, gift items and 


more. Dritz for value. 


Write for information on this and other exciting 
kit ideas. John Dritz & Sons, 1115 Broadway, 
N. Y. 10, N. Y. Dept. O.T. 1 


JUST THE THING YOU WANT 


Have a copy of Hammett’s Catalog handy 
it lists and illustrates the latest in 
occupational therapy materials and supplies. 


It’s free! 
LOOMS 


Hand or Foot Power 


WEAVING MATERIALS 
Rug Roving, Cotton Yarn 
Carpet Warp, Rug Yarns 

BASKETRY MATERIALS 


Reed, Raffia, Cane 
Wooden Bases and Trays 
Corkcraft 


ART MATERIALS 


Leather and Tools 
Books of Instruction 
WRITE FOR YOUR FREE OCCUPATIONAL 
THERAPY CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1863 
306 Main Street 


Camfridge, Mass. 


Just one of the 100 different items for 
your O.T. Dept. Original designs. Low 
prices. Send for catalog. 


“Makers of the famous Golka Tipping Pliers and 
disposable Slim Tips.’’ 
a pleasure. 


ROBERT J. GOLKA CO. 


Makes your lacing work 


400 Warren Ave. 
Brockton, Mass. 
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complete, 
up-to-date source 
for rehabilitation 
equipment and 
self-help devices 


EXPANDED 
FASCOLE CATALOG 


Just off the press! The latest, most definitive listing 
equipment in the field, all available from a single sou! 
whose reputation guarantees: ‘personal service. Write on 
your ead for this new aid to 


New, Enlarged Shopping Center Catalog of self- ces 
for your patients’ use at home also available on request. 


FASCOLE 


CORPORATION Dept. 189, 229 Fourth Ave., N.Y. 3, N.Y. 


ED-U-CARDS 


A completely new concept in games. 
Therapeutic, educational, mentally stim- 
ulating and relaxing. 

1) Used widely by retarded children’s groups. 


2) Used by speech therapists throughout the 
world. 


3) Teachers of blind children with added 
Braille lettering. 


4) Children’s convalescent and sickbed play. 

ED-U-CARDS helps in the develop- 
ment of muscular coordination, oral de- 
scription and in the development of 
perception. 


Write today for your free catalog 
showing the dozens of exciting, mental- 
ly-stimulating ED-U-CARDS picture card 
games which are now available. 


ED-U-CARDS Mfg. Corp. 


13-05 — 44th Avenue, Long Island City 1, N. Y. 


LEADING SPECIALISTS RECOMMEND 
Thera-fast® 


The ideal, specially processed silicone rubber putty exer- 
cising agent for illnesses and injuries to bones, muscles, 


and nerves. 

STRENGTHENS: 
@ Fingers 
@ Hands 


@ Wrists 


At your surgical 


co. 
od 154 Nassau St., New York 38, N. Y. 


Stole 


Available again. 


An ideal craft for occupational ther- 
apy. Simple, interesting and fashionable. Used as a 
base in wecving stoles, afchans, baby blankets, hot 
pads, etc. Prced at 34c per yard in 24” width, and 
available by the 2 yard piece cr 50 yard bolt. Also 
available in 40” width priced ot 58c per yard, or 55¢ 
per full bolt. Send for swatch, instruction sheet and 
complete price list. 


LEE ADVERTISING SPECIALTY CO. 


0.T. Dept., 9006 Joseph Campau, Detroit 12, Mich. 


CATALOGUE 
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Degest of Speeches from the +émertean 
Occupational “Jherapy rbssociation Conference 
October 17-24, 1958 


Kequote Speech 


MARY VAN GORDEN, O.T.R. 


I speak for all of us when I say that it is 
indeed a pleasure to be in New York City and, 
particularly, to be in attendance at our Associa- 
tion’s forty-first annual conference. The past 
twelve months flew by quickly, and October has 
rolled around again with surprising speed. It 
seems only yesterday that we were gathering for 
our fortieth conference in Cleveland. The noise 
of those bagpipes in the halls of the Carter Ho- 
tel, at 2:00 A.M., still echoes in our ears. 


The past year brought a variety of new ex- 
periences to each of us. We have a great deal 
of “catching up” to do in talk sessions with our 
friends during the next few days. One thing is 
certain, it was a busy year for all of us. Surely 
we would all vouch for the fact that an occu- 
pational therapist's life is an active and full life 
. . . mot without the unexpected and, certainly, 
not without problems. As therapists, we have 
endeavored, during the past year, to practice the 
principles and techniques of our profession and, 
in most cases, have been rewarded with a sense 
of fine accomplishment. In any year, however, 
there comes a time when most of us begin to 
lose a little of the spark that kept us going for 
so long, a spark which is vital in the life of an 
occupational therapist. For the occupational 
therapist, in his work with patients, gives a 
great deal of himself in his efforts to assist those 
patients. I think of an occupational therapist 
as being a catalyst. Chemistry books, as you 
remember, define a catalyst as an agent which 
promotes a reaction but which is not used up 
itself. We are truly catalysts but, certainly, there 
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are times when we feel as though our resources 
have been almost used up. We just plain bog 
down. 

Many of us have come to this conference with 
batteries that are discharging; engines that are 
hot; and windshields that are dirty. Our batteries 
are discharging due to a portion of discourage- 
ment mixed with a bit of professional fatigue. 
Our engines are hot because of the many per- 
turbing things that can happen to an occupational 
therapist in his daily work. And our windshields 
are dirty due to a haze which has settled on things 
and which makes it somewhat difficult for us to 
see just where we are going. Fortunately, these 
symptoms are not critical, nor are they symp- 
toms which are common to just the occupational 
therapist. Individuals in all professions reach 
low ebbs in their work and find the need, oc- 
casionally, for professional revitalization. We oc- 
cupational therapists are particularly fortunate in 
that we have a yearly conference of high caliber, 
which allows us an opportunity to obtain a pro- 
fessional “shot in the arm.” Each year, we are 
offered a chance to evaluate our progress and 
to gain added resources for future work. 

The program for this year’s conference looks 
especially interdsting and worthwhile for it 
offers an opportunity to study an aspect of our 
daily routine that is often involved in many of 
our problems—communication. 

The subject of communication is one about 
which I am certainly not prepared to speak. 
We are all feeling the need for further study 


*Director, Duluth Rehabilitation Center, Duluth, Min- 
nesota. 
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of this field or we would probably not be here 
today. We wish to learn more about the art 
of communication, for we realize that it is vital 


in our ‘daily work. Indeed, the occupational 
therapist’s professional activities are based, to a 
large extent, on communication with other hu- 
man beings. Our work presents a constant series 
of attempts to relate to other people—our pa- 
tients, physicians, other therapists and team mem- 
bers, the families of our patients, and individuals 
and groups throughout the communities in which 
we work. 


How often we have seen professional confer- 
ences, as well as private conversations, become 
ineffective because the people involved just could 
not communicate. I recently talked with a so- 
cial worker who had returned home from another 
community where he had been sent to investigate 
local rehabilitation services. While there, he had 
conferred with a certain agency official but came 
away saying, “I gained nothing but frustration, 
for what 4e meant by rehabilitation and what I 
mean by rehabilitation are two entirely different 
things.” 


How often, too, do we see misunderstandings 
arise due to poor communication. A_ perfect 
example is seen in the cartoon which the Illinois 
O.T. Association has been distributing. A_ pa- 
tient is pictured holding up a piece of leather 
that is riddled with holes, and he is saying to the 
therapist, “But you told me to punch it all the 
way around.” Someone had failed to communi- 
cate well. No matter how excellent our edu- 
cation and experience may be, we fail in our 
efforts if we are unable to achieve effective com- 
munication with others. 


Most of us studied this business of communi- 
cation way back in junior high school. We learn- 
ed facts about the telephone, the telegraph, the 
radio, and other such instruments of communi- 
cation. We may even have learned a fact which 
was invented by our male population—the three 
fastest means of communication are: telephone, 
telegraph, and tel-a-woman. We realize, now, 
that the field involves a great deal more than 
just the instruments of communication. An art 
is involved, and a science. 


To the average therapist, two broad factors 
come to mind: first, when considering the matter 
of effective communication, we must want to 
communicate; second, we must know how to 
communicate. We must not only want to com- 
municate, but we must realize the importance 
of adequate communication. We hope that this 
conference is going to point up, for us, significant 
factors in this area. Once we realize the need 
for it and want to communicate, we must gain 
skill in communicating, skill in both the verbal 
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and the non-verbal areas. So often we lack 
skill in expressing ourselves. We all know that 
let-down feeling that comes after an important 
conference when all we can think is, “If only 
I could have said what I really meant.” It was 
Gibran who once wrote, “And in much of your 
talking, thinking is half murdered.” 


Proper timing, semantics, and even effective 
listening are skills which are involved and 
which will undoubtedly be discussed during the 
next few days. In reading over the program, we 
find that we will even be given a chance to 
practice this thing called communication. 


In addition to our formal communicating at 
this conference, certainly a considerable amount 
of informal communicating will be done and has 
already been done. We all enjoy, immensely, the 
chance to get together with old friends and with 
new friends, to exchange bits of news and to 
talk shop. I am sure we all agree that some 
of the most valuable and most enjoyable com- 
municating at a conference goes on outside of 
the formal sessions. There is a communication, 
itself, that is accomplished in our just being 
together. Call it what you may—togetherness, 
fellowship—whatever it is, it can be a very 
pleasant and therapeutic experience. 


In all of our sessions during the next few 
days, we will learn that the communication proc- 
ess, to be complete, needs both effectors and re- 
ceptors. We are fortunate that in our confer- 
ences, we are not expected to be merely receptors. 
We are asked to participate, actively, in many of 
the sessions, and our participation is vital to the 
success of those sessions. ; 


The stage has been set, the program and the 
cast look superb. We are all anxious: producers, 
stage hands and cast, to see and to participate in 
your production. And we expect that by Thurs- 
day night we will be communicating like never 
before. In addition, our batteries will be re- 
charged, our engines will be cooled off, our 
windshields will be clean, and we will be able 
to see straight down the road, at least to the 
next wayside, which is Chicago. 


This is the second part of a two-part 
issue and contains the speeches from 
the 1958 conference and the program — 
for the 1959 conference. 
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PERCEPTION AND 


COMMUNICATION 


SEYMOUR ROBINS* 


I am about to enter a building. I hurriedly 
approach the door with the letters “Pull” clearly 
shown over the knob, and try to “Push” the 
door to open it. I find that this does not work, 
and I then take correct action. 


The word “pull” is completely adequate as a 
directive for action and as a communication of 
instructions, and yet it did not work for me 
until I had been frustrated and changed my ac- 
tion. Apparently my own ideas about how that 
door should work caused me to eliminate the 
word and therefore its meaning from my visual 
awareness. Perhaps there was a more immediate 
and stronger communication about how the door 
logically should open, inherent in the structure 
itself. Perhaps pushing was a more constant con- 
tinuation of the action and attitude I had at 
the time, and that pulling would have meant 
interrupting my flow of action. Perhaps .. . 


The significant thing is that a perfectly clear, 
coherent, simple and direct communication, in a 
form very understandable to me, failed to com- 
municate. 


The process of perception, of having aware- 
ness of the world outside of ourselves through 
our senses is the basis and means of all com- 
munication. The two processes, that of percep- 
tion and communication, are akin and are almost 
impossible to separate. 


Having experienced the Ames demonstrations 
we can make many formulations about the na- 
ture of communication through any of the per- 
ceptual means or methods. 


All of the artifacts, systems and objects for 
use that man has contrived and invented have 
been done with one basic motive in mind. Man 
has always sought to build a constancy or repe- 
tition into his world so that an occurence of sig- 
nificance and satisfaction could be repeated. 
Languages and symbol systems, as well as all 
scientific abstractions, electronic computers, cit- 
ies, rockets to the moon, and so on, have sprung 
from that basic human need. 


In our perceptions, we look for that constancy 
as a prime requisite. We will assume that it is 
there in a situation and distort our perceptions to 
fit those assumptions. The communicative trans- 
actions with things, situations, events and ideas 
are all subject to the same assumptive process, 
and the same selection, rejection, and organiza- 
tion of elements and of characteristics and value 
judgments. 
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World situations, ideas, communications or ob- 
jects have no significance in themselevs apart 
from us. It is through our perceptual trans- 
actions with them that the realities are estab- 
lished. In the on-going transactions we use a 
judgment based on a successful average of simi- 
lar things in our past experiences, in terms of 
our purposes, and the action we take usually 
is a statement of our attitudes, prejudices and 


needs. 


As Dr. Ames expressed it, “Although the hu- 
man organism in its behavior acts as a result of 
stimuli, these stimuli have in themselves no 
meaning. The significances that are related to 
them in consciousness—and are experienced by 
the organism as sensations—are derived en- 
tirely from the organism’s prior experiences, per- 
sonal and inherited.” 


The human eye has no ability to see many 
of the things we take for granted as seeing. As 
we experienced in the chair demonstration, we 
visually organized the disjointed and unrelated 
lines, because the pattern of impingement from 
that one point of view had a quality of “chair- 
ness.” We assumed that the lines representing 
the legs joined the seat at right angles .. . 
that the back leg was further away from us 
than the front leg. 


The system of visual cues, such as brightness, 
size, overlay and motion parallax, is our only real 
visual contact with the outside world. We use 
these cuts as standards and as usually reliable 
guides as to where something is and what it is. 
We then allow our value judgments to indicate 
the importance and significance and meanings 
of the object or situation. Out of this trans- 
action can come a believability in a communi- 
cation or a faith in an action we can take, and 
the anticipation of some part of our whole 
orchestration of purposes being satisfied. 


In the demonstration of the rubber ball, we 
were aware of the anticipated sequence of events. 
In our perception of it we took into account all 
of the things we knew about it such as its tex- 
ture, resilience, weight and what might happen 
when it fell to the floor. Inherent in all percep- 
tion, and therefore communication, is the sizing- 
up of the occasion and the expectation of a 
certain sequence of events based on our knowl- 


*Industrial designer, New York City. 
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edge. Perceptions bring together the known and 
things yet to be known. 


Our own contribution to all perceptual occa- 
sions was indicated in even the simplest of the 
demonstrations, the star point. The two points 
of light seemed to change in distance from us, 
and therefore in meaning, when their bright- 
ness was changed. 


Our contribution was especially emphatic when 
we witnessed the rotating trapezoid window. 
Even after we knew it was rotating we continued 
to see it oscillate because of our deep-rooted be- 
lief in such cues as size. We also saw how our 
faulty judgment of the behavior of the window 
caused us to make peculiar judgments about the 
cube and the rod when they were attached, al- 
though there was no conflict of cues in seeing 
the rod or the tube turning. 


The overlay demonstration, too, showed us that 
mere information will not help us in our learn- 
ing. When the overlay cards were returned to 
their point of view of conflict, we still saw the 
conflicting distortion despite the fact that we had 
had information about what was wrong. 


The distorted room, however, gave us our 
first real indication of the learning process, and 
of emergence in perception and action. When 
the viewer was in the correct position, the room 
lost its distortion for him and looked normal. 
The purposeful action he took, of trying to strike 
the cross on the opposite corner, was bound 
to be faulty because he was relating his set of 
beliefs of a normal rectangular room to a dis- 
tortion. However, with a little practice, he be- 
came more aware of the room as it really was, 
and could achieve his purpose with surety. 


We can roughly classify three levels of per- 
ception, and therefore of communication. The 
first would be the perception that allows for no 
change of point of view, or for checking of cues 
or for taking action. This might be a page in 
a magazine showing text and a picture. The 
words can supply us with information and ideas, 
but they are abstractions. The picture might be 
of a chair, but we would not at all think of sit- 
ting on it, or relating to it as an object that 


could satisfy our needs for that object. It is 
essentially a communication about something. 


The second level would be in terms of objects 
or situations where we can act to satisfy our 
wants. We have the opportunity to change our 
point of view and to check our assumptions and 
cues to learn the realities and the values poten- 
tially involved in the occasion. 


The third level, would be some form of the 
first two which goes beyond the mere satisfaction 
of function, or the imparting of information. It 
is the realm of the poet and the artist and is 
concerned with greater value aspects of human 
living. 

This is not some special esoteric or elite area 
of perception or communication. It can be mani- 
fest in every aspect of human endeavor. It is 
essentially an attitude that allows for a greater 
range of point of view in both offering com- 
munications and of transacting with communica- 
tions offered. It presupposses a readiness to 
question our own assumptions and _ prejudices, 
to be willing to find elements of faith and con- 
stancy in the chance and change of a non-static 
world. 


To communicate successfully we must under- 
stand that whoever transacts with our offerings, 
whether it be a non-verbal gesture, a spoken 
phrase, a television show, will bring his own 
assumptive world to bear on that communication. 
His experiences are personal and unique to 
him, and his purposes can never quite match 
those of the one attempting to communicate. 
He will, in short, contribute his own reality to 
the communication, and so doing will believe, 
learn, and act out his faith in relation to that 
communication. 


It would seem that the occupational therapist, 
even more than the teacher, has a special task 
in communication. He is involved with chang- 
ing purposes, and instilling new purposes, in the 
person with whom he wishes to communicate. 
Most often this is under conditions of great 
frustration and lack of faith on the part of the 
patient because of his physical or emotional 
handicap. Communication on the part of the 
occupational therapist will therefore call for ex- 
cellent attitudes of communication. 
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MASS MEDIA AND HEALTH COMMUNICATION 


MORTON A. SEIDENFELD, Ph.D.* 


Man, among all the animals, appears to have 
the greatest need for communication. Perhaps 
some of the apes, and maybe animals even much 
lower on the tree of life, find communication 
of some sort necessary. But man’s need for com- 
municating with his fellow men is fundamental. 


Man’s communication requirements vary at dif- 
ferent times and in different circumstances. On 
occasions he needs to communicate with one 
specific persons: a loved or one upon whom he 
is dependent, such as a parent or a parental 
surrogate. At another time he may feel the need 
to communicate with many people; a large social 
unit, an organization. 

Since the beginning of time, man has always 
had to start by communicating relatively simple 
ideas to a relatively small audience. Seldom did 
our pfimitive ancestors need to communicate 
with more than a relatively few people, usually 
those who constituted his own immediate family, 
with an occasional friend thrown in for good 
measure. 

The history of primitive man’s limited sphere 
of communication is in some ways similar to the 
limitations found in an infant or a small child. 
The infant and young child’s earliest attempts at 
communication are naturally directed to the two 
people who are closest to him, his parents. Of 
these, his mother, by virtue of her more fre- 
quent and intimate role, is generally singled out 
to be the first and most important of these con- 
tacts. Sometimes a mother-substitute, such as a 
nurse, may be added. 

Again, primitive man and the child share 
some common problems in communication. 
Among these are: the establishment of a suit- 
able mode of communication, understandable by 
both sender and receiver; the selection of the 
subject content to be communicated; and the 
determination of a suitable code or symbolic 
representation which will make it possible to 
communicate a great deal of information which 
requires relatively little time or effort to com- 
municate and is readily understood by the re- 
cipient. 

All these matters and a great deal more re- 
garding the basic aspects of communication have 
already been discussed by previous speakers. I 
have briefly recalled them to your attention mere- 
ly to provide a point of reference from whence 
I can discuss the meaning of mass communication 
and how it differs from the “one to one” or “one 
to a few” forms of communication. 


Mass communication is concerned with im- 
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parting or transmitting conceptions, ideas, points- 
of-view through one or more “media” or de- 
vices to many people. In modern terms such 
media are represented by (a) the printed pages 
of newspapers, magazines, pamphlets or books; 
(b) through various devices for transmitting the 
voice to large numbers, such as the public ad- 
dress system, radio, telephonic broadcasts and 
the like; and (c) transmission through devices 
that not only provide vocal or auditory stimula- 
tion but visual as well, such as is found in tele- 
vision or the motion picture or the stage. 


All of these methods are capable of reaching 
hundreds, thousands or even millions of people 
almost at once. 


Let us go back for a moment and determine 
the essential difference between mass communi- 
cation and the various forms of individual or 
small group communication methods. When 
people talk to us as individuals we have what 
amounts t< a face-to-face relationship. If they 
say things or do things we do not understand we 
can generally ask questions directly and clarify 
just what the communicator means. 


This means that in the course of our daily life 
there are times when what is communicated 
directly to us may be misunderstood or misinter- 
preted. As a matter of fact, you and I know 
of countless personal experiences when merely 
failing to grasp the intended meaning of some- 
thing said to us by a person has led to serious 
argument and even loss of friendship. Think 
how much easier it is for this to occur when the 
source of what is being said is thousands of miles 
away and is communicated to millions of people. 
Just as your misunderstanding of an individual 
may create trouble, such misunderstanding when 
it occurs in thousands or millions of people could 
lead to chaos indeed. Just recall the consterna- 
tion that arose when people interpreted a fic- 
tional radio drama as actually representing an 
invasion of earth by agents of another planet! 


You have also seen what tricks can be played 
upon your perception. I am sure the excellent 
demonstration from the Princeton Perception Lab- 
oratory and the Rumor Clinic demonstration 
have convinced you that it is not what you and I 
actually see and hear that counts. Rather, it is 
what we think we see, hear, smell and taste, and 
the many other sensory experiences we have 
which determine just how we will behave. When 


*Chief of the psychological service division of the Na- 
tional Foundation, N. Y. C. 
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we respond in an erroneous manner in the pres- 
ence. of someone who knows what has caused 
this behavior, there is some likelihood that our 
faulty perceptions and misconceptions will be 
recognized and corrected before it is too late. 
When the source of error is a newspaper, radio, 
television or other mass communication medium, 
however, it is expecting too much for these de- 
vices to detect and correct the wrong they may 
unwittingly create. For such errors the recipient 
must pay the price of acting unwisely or im- 
properly. 


Let us consider just one example of how mass 
media may contribute to faulty behavior even 
though the intent is certainly not to produce 
harm. Recently, I saw an excellent television 
play. It dealt with the problems and counter- 
problems arising in a family with a young brain- 
injured child. The child had developed a brain 
injury as a result of a fall. He recovered, pre- 
sumably with no immediate after-effects, but with 
the passing of several weeks it was found that 
the child had lost his capacity to speak or com- 
municate. As a result, he developed dangerous- 
ly aggressive and sporadically explosive behavior. 
In short, he became a menace to his family 
and his immediate social community. Unfor- 
tunately, because the entire production consumed 
only a relatively brief time period, there was 
little opportunity to discuss just what had hap- 
pened to this child’s brain. why drugs were 
unable to control his periodic outbursts; why 
his mother clung to this child even though he 
was obviously a menace to his sister, his parents 
and the neighbor’s children. Think what the 
effect of seeing this TV film (and it was 
better by far than most) would have on the 
parents of a brain-damaged child. It created the 
false hope that, through training, the boy might 
learn to read, write and speak again. Following 
this, it was further implied that everything would 
be fine. Yet, the actual correction of the brain 
damage could hardly result from merely placing 
him in a good school. Nor were the shame and 
guilt feelings of grandmother and mother ade- 
quately explained. To parents already suffering 
somewhat similar experience, this play might 
well become the source of further amplifications 
of their fears; it might create over-optimism and 
a demand for the unattainable goal of complete 
recovery for the brain-damaged child which is 
highly unrealistic. The dangers are all too ob- 
vious. ) 

If all parents of children such as the one de- 
pected could be gathered in one place to view 
such a television play or motion picture, one 
might take steps to correct misconceptions and 
erroneous perceptions by providing a question 


and answer period or an “after-presentation” dis- 
cussion for the purpose of helping each viewer 
understand what the writer and producer had in 
mind when they put this story on the screen. 
Unfortunately, this generally cannot be done be- 
cause far too many relatively distinterested view- 
ers or listeners are involved. They would not 
share the desire or have the time for such ex- 
planations. As a result the misconceptions tend 
to remain with the small percentage who actual- 
ly have the greatest personal involvement and 
who are almost certain to be in the viewing 
audience. 


This example brings us face-to-face with a 
serious problem confronting those responsible 
for the production of all forms of mass com- 
munication. As a rule, the production and dis- 
tribution of mass communication is expensive 
and is greatly affected by the profit motive. 
Newspapers, radio, television, the motion pictures 
and the theatre, to name some of the most im- 
portant of the mass media, are all expensive be- 
cause they require many people to convey what 
they have to say to those whom they wish to 
hear or see it. Obviously, one of the first pre- 
requisites of these media is to have an audience 
large enough in size to warrant such expense. 


Thus, circulation is of great importance to 
the book publisher, the magazine and newspaper 
owner and publisher. Soo, too, long runs and 
large audiences mean a great deal to the play 
or motion picture as well as to the radio and 
television producers. This means that they are 
interested in seeing that what they produce has 
eye and ear appeal for the masses. They would 
be poor business men and women if they did 
otherwise and, what is more, they would be 
unable to stay in business if they could not 
provide evidence that such was the case. 


Many mass media “stay in business” because 
they rely on advertisers to pay not only the cost 
of their advertising but to actually carry the 
cost of total production and produce handsome 
profits for the stockholders. The motion picture 
industry and the dramatic theatre may be able 
to exist without vast amounts of private support 
once they have a vehicle that reaches large aud- 
iences who are willing to pay sufficiently high 
prices to see their productions. But even then 
great reliance must be placed upon the continu- 
ing number of people who will want to see 
and hear their offerings. For every “Oklahoma,” 
“South Pacific” and “My Fair Lady” there are 
hundreds of plays and motion pictures that barely 
earn their cost and many others fail altogether. 
And, of course, one or many “angels” willing 
to take a chance are generally required until 
the box office begins to pay off. 
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Now you ask, “So what? They want to make 
money. But why can’t they do it by telling the 
exact truth about matters concerning health and 
illness? Why do they have to do things in 
newspapers, movies, radio and television that 
give people the wrong ideas?” 


The answer is that, for the most part, serious 
efforts are made to use the pertinent facts and 
to make sure that people will not be hurt by 
what appears in print, on the ether waves or 
on the screen, be it television or the wide screen 
of the motion picture. Nevertheless, you and I 
and everyone else insist that such performances 
must be interesting and hold our attention. Fur- 
thermore, we insist that these things entertain 
us or we will turn elsewhere to find some other 
communication that will do just that. It is here 
that we find the great “rub,” for most people are 
less interested in the truth and more interested 
in the unusual, the sensational, and the unique. 


You may not believe that what I have said is 
the truth, You may say I’m defending these 
great communication resources for personal reas- 
ons but you ‘are wrong. I’m sorry to say I don’t 
own stock or an interest in any form of mass 
media (I wish I did). What I want to impress 
upon you is our failure to recognize our de- 
ficiency in the ability to discriminate between 
truths, half-truths and quasi-truths, thus foster- 
ing the latters’ perpetuation in the mass media. 
Whenever and wherever the public has objected 
strongly enough and often enough, the producers 
of mass communication listen and usually alter 
their program concepts accordingly. 


It is interesting, however, that even when the 
public concept and the opinion of experts re- 
semble each other more than they do the views 
expressed by the producers of mass media, this 
is unlilely to result in any change in what is 
being communicated until the listening or read- 
ing public demands it. Nunnally’ in a recent 
study of communication of information regard- 
ing mental health to the general public, found 
that “the average layman is not far different from 
the average expert” with regard to information 
on mental health but “in general, the causes, 
symptoms, methods of treatment, prognosis, and 
social effects portrayed by the media are far re- 
moved from what the experts advocate. In par- 
ticular, the media, in their overall presentations, 
emphasize the bizarre symptoms of the mentally 
ill.” Nunnally reports “our results indicate that 
the presentations of mental health problems by 
the mass media do not agree with the opinions 
of experts nor even with those of the public.” 


“Why,” you ask, “if what you’ve said is true, 
do these TV shows put in things that not only 
the experts deny but the lay public doesn’t 
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believe?” The answer to this is being subjected 
to further research by Nunnally and his col- 
leagues who are holding “(1) interviews with 
key officials and personnel in radio, television, 
motion pictures and magazines, and (2) investi- 
gations of the processing of scripts and scenar- 
ios.”* 

Regardless of what other factors may be found 
to cause such behavior, we can rest assured that 
one factor which causes the perpetuation of such 
erroneous concepts is their passive acceptance by 
large audiences. They allow the producer to 
believe that what he has said or shown them 
is considered acceptable and generally favored 
by his audiences. This is borne out in fact by 
another brief example. You will recall that for 
a while it was common practice to depict the 
juvenile or adult delinquent on television as an 
individual who, among other characteristic traits, 
always wore a short leather jacket. This per- 
sisted until someone who manufactured these 
jackets pointed out that many decent, God-fear- 
ing and conforming youths and men wore such 
jackets. Prompt action eliminated the over-em- 
phasis and stereotyped presentation of this gar- 
ment. 


Now, I ask you, is it one bit less important 
to set our public thinking straight about leather 
jackets than it is to understand mental and phy- 
sical illness properly and correctly? The answer 
is obvious, but the results so far are not so ob- 
vious because we have failed to develop in our 
viewing public a sensitivity to what is actually 
the truth and what they must demand in the 
presentation of any information about the health 
of individuals or groups of people. 


Now let us return to the aspects of mass com- 
munication as they concern you and me as pro- 
fessional workers in the health field. Our interest 
and commitment is to a basic philosophy con- 
cerned with the education of the public regard- 
ing good health practices and procedures. We 
can make effective use of mass media if we plan 
properly for public education. To accomplish this 
our formal schools and extra-curricular educa- 
tional programs must plan to educate children 
and adults alike to a point where they are cap- 
able of sorting sound information from that 
which is unsound and even untrue. 

To the mass media of communication in such 
a manner we must continually urge more and 
better basic education of children and adults 
regarding good health practice. The necessary 
basic knowledge for such discriminative under- 
standing can be assured only when it is imparted 
on an individual basis. This requires at least a 
minimal number of face-to-face learning situa- 
tions in which the knowledge is communicated 
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to the recipient who, in turn, can make certain 
that what he has learned is actually what is in- 
tended. 


If you have ever tried to follow even very 
simple instructions from a written explanation, 
a TV demonstration, or some other source of 
mass instruction, you know the trouble you have 
experienced at one or more points where your 
interpretation is at variance with the actual situa- 
tion Had you and the communicator been face 
to face, you would have asked for clarification. 
In the mass communication situation your learn- 
ing is dependent largely upon “trial and error” 
unless you have had preliminary direct training. 


However, when you have learned the basic 
information by some form of direct communica- 
tion, then you find yourself with a fund of re- 
liable information and experience which may be 
extended and more firmly fixed by correct in- 
formation imparted through mass media. 


In the words of Gladys Gallup,’ “Mass media 
complement and reinforce individual and group 
contacts.” The value of the mass communication 
media is to be found in the fact that “these 
methods help to repeat what has been taught 
through face-to-face methods and make it pos- 
sible to disseminate information not only to 
the same audience, but to a much larger and 
different one.” While we question the desirability 
of reaching the uninstructed and naive, we must 
agree with Gallup? when she says, “Even though 
less effective than face-to-face methods in bring- 
ing about changes in practices, the large num- 
ber of people reached at low cost more than 
offsets the lack of intensity and the lower effec- 
tiveness.” 


Because the effective teaching of large num- 
bers has been carefully investigated by Gallup’ 
and others working for the Extension Service, 
U.S. Department of Agriculture, I believe we 
are fully justified in repeating some of her con- 
clusions about mass media. She states: “Mass 
media offer only a one-way type of communi- 
cation, the listeners or readers have little op- 
portunity to respond . . . (they) have the ad- 
vantage of reaching people in their own homes. 
They get attention, interest, conviction and action 
on simple subject matter at less cost than other 
methods ... ” She suggests the following cri- 
teria for the use of mass media that are particu- 
larly important to us in the health field: 


“In general— 


“the simpler the subject matter to be imparted, the 
closer the recommended practice is to that which was 
already practiced, and the greater the intelligence and 
education of the learner—the more efficient are the mass 
media methods.” 


The task before us then, if we wish-to teach 
the public about medicine, occupational therapy, 
psychology or how to live comfortably with their 
neighbors, is to establish certain basic principles. 


First, we must establish a matrix of health 
knowledge that starts with the very young and 
continues throughout their lives. This is popu- 
larly called “health education.” Actually it should 
be more properly referred to as the “practice of 
healthful living” for it is not merely philosophi- 
cal but actually requires putting into active 
behavioral patterns those modes of conduct found 
to produce sound minds in sound bodies that 
are capable of living in a healthy community. 
This means that all the various health profes- 
sions—medicine, nursing, occupational therapy, 
physical therapy, social work, the psychological 
professions and many others—need to turn their 
combined efforts to developing educational ma- 
terials and practical demonstrations that will 
teach children and adults alike how to be 
healthy and how to remain healthy. 


Second, utilizing a well-informed group of 
professional communications workers in the mass 
media, let us on the one hand teach them to 
understand the messages we want to get over to 
the public. Let us at the same time learn from 
them what, in their opinion, will be difficult 
to get over by mass media techniques. Then, 
working together, let us find ways and means 
of doing the job. When conditions indicate it 
is unwise to utilize mass media communications, 
we must find other means of communication to 
solve the problem. Later perhaps mass media 
may be brought into use for extending this 
knowledge. 


Third, and finally, let us agree that the goals 
of the professional health worker and the mass 
communications professional are not antithetical 
but actually are directed toward the common 
good. What is needed is to recognize our limi- 
tation in either or both fields and to seek re- 
search and study that will lead to a solution for 
the common good. 
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OCCUPATIONAL THERAPY FOR WHAT? 


A LOOK AT VALUES 


DAN W. DODSON, Ph.D.* 


Occupational therapy, like all other enter- 
prises, involves basic values. Toward what ends, 
and for what purposes are the enormous out- 
pourings of effort in America directed? It makes 
little difference whether man travels in an inter- 
planetary missile or an oxcart unless there 
is purpose in his travel. 

Public health in general has a dramatic his- 
tory. In 1700 in Switzerland the average length 
of life was thirty years. In 1880, or about 200 
years later, in registration areas of the United 
States it had increased to thirty-five years. Thus 
the knowledge about and control of disease 
added only five years longevity in the two cen- 
turies. Since that time, however, we have almost 
added one-half year per year to that 1880 base. 

This dramatic feat was possible because we 
came to value life itself. As a result hospitals, 
clinics, sanatoria and other treatment centers 
were created. Public health measures were pass- 
ed and enforced. Research was directed toward 
the means of overcoming disease. Equally im- 
portant, vast educational programs were carried 
out which helped the public understand the fac- 
tors in more healthful living. 


As important as this gain has been, life it- 


self as a value is tremendously limited. Toward 


what purpose is life preserved? We believe life 
itself is sacred. We have laws against taking 
life, even under the most unusual circumstances. 


The frontiers ahead involve matching our feel- 
ing of value for the length of life with a higher 
premium on the quality of life. A life measured 
only by number of years of existence is limited 
indeed. Too many pray for a merciful provi- 
dence to end their misery and travail. The num- 
ber who take life into their own hands and com- 
mit murder or suicide is three times higher 
in America than in many comparable civilized 
countries. 


Some four million adults among us have be- 
come chronic alcoholics—one suspects largely 
because of the traumatic limitations set on their 
lives by personality roles acquired by their so- 
cial experiences. Drug addiction is rapidly grow- 
ing. Here again, one suspects this is because 
of the narrowed thwarted meaning life has at 
present. 


Mental ill health now takes the majority of 
the beds in public institutions. This psychic ill- 
ness bids fair in the years ahead to be our great- 
est plague. Truly medicine has been able to 
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help us live longer. It can, under certain cir- 
cumstances, tranquilize us. It cannot, however, 
provide us with the values, goals and social re- 
lationships which will make us become self-ful- 
filled. 

Occupational therapy has a major role to play 
in dealing with this issue. Creative restoration 
of the individual to society must include coming 
to grips with that person’s value orientation. 
Debilitation whether physical or mental means 
alteration of social roles on the return to society. 
Some adjustment to this reality is necessary. Such 
adjustments the therapist understands. 

Beyond this phase of value orientation, how- 
ever, is the larger one. It is not enough to 
help individuals mature and adjust. It is also 
necessary to use the insights gained to restructure 
the value system of a total society so that the 
incidence of the debilitation is reduced. It was 
not enough to cure babies of infectious poison- 
ing, it was also necessary to remove sources 
of infection. It was not enough to provide reha- 
bilitation of those who were injured in industrial 
plants, it was also mecessary to study safety 
measures to guard against future injuries. 

By the same token it is not enough to help 
alcoholics become  rehabilitated—the insights 
gained must be used to secure means of control 
of the disease. It is not enough to help re- 
habilitate the emotionally ill, the basic etiology 
must be discovered and those educational and 
social action measures necessary must be _insti- 
tuted to achieve control. May I also express 
the fervent hope that the rehabilitation of ex- 
service men will also help us better understand 
war and its terrible sequelae and will goad us 
anew to find ways of averting this greatest of 
all plagues. 

An additional task is one of which I am 
sure you are all aware. It is that of helping 
society understand and accept the rehabilitated 
person. In this you have given yeoman’s serv- 
ice. There is still a long way to go however. 
Our culture values youth. The older person is 
denied much self-fulfillment because he is made 
to feel like a second class citizen. Our society 
is tremendously dynamic. We tend to be im- 
patient with those who have ambulatory impair- 
ment. Our society values things. It is not too 
kind to the person who is more concerned with 
non-material values. 


*Director of the Center for Human Relations and Com- 
munity Studies, School of Education, New York University. 
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LANGUAGE: BRIDGE OR BARRIER 


FRANK J. JENNINGS* 


You can live without words, but without 
them you cannot keep your franchise as a hu- 
man being. This is a contract you made in 
the crib. It rearranged your psyche; it made you 
different from all other animals. Language is a 
tool, a talent and a trade. Language is the 
ache of ideas. With language you can hang a 
star on a name, make the world behave, and 
build the fires of comfort in the lonely hours. 


Yet language has a reputation that is some- 
times out of proportion to its actual performance. 
Just because a word is a word, we act as if 
it makes sense. I offer the preceding one hun- 
dred and twelve words as evidence. If I were a 
Frenchman I might now engage in that delight- 
ful pastime called /’ explication du texte. We 
could burrow through the sentences and perhaps 
come up with some quivering core of meaning or 
intent . or something! After all, everyone 
knows that words have meaning. And words 
are used to prove the fact. This is like the 
dragon who eats his own tail. This is a logical 
trick that signifies nothing . . . more words. 

But there is a way out of this dilemma. A 
word can help us. The word is “signify.” By 
keeping our babbling mouths shut and by point- 
ing at things, we can gain a small measure 
of freedom from the tyranny of the word. By 
acting out what we mean by what we say, we 
can get a toe-hold on truth for a moment. But 
the way out is around and back to the beginning 
with another word. 

I have led you down the garden path of an 
ancient twisting argument. I have amused some 
of you, made a few others uneasy and left all 
of you with the suspicion that you have been 
“taken.” I mean only to instruct you in what you 
already know. I mean only to indicate that those 
of us who possess moderate physical and mental 
health can sustain this kind of assault without 
any irreparable damage. But I mean also to 
point out to you that you and I are in the kinds 
of work where we must have ultimate recourse 
to the written or spoken word. We have a 
need to communicate ideas and information. We 
have to persuade others to courses of action. 
And while some of this persuasion can be done 
by means of nudges and gentle tuggings, con- 
tinuous voluntary action can only be attained at 
the cost of mutual understanding. This does not 
come cheaply in any coin. 


Today there are many sciences that are di- 
rectly concerned with the study of language. 
There are the older disciplines of the gram- 
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marian, the lexicographer, the philologist and 
the linguist. To these have been added, especial- 
ly during the past half century, those of the 
semanticist, the linguistician, and experts in in- 
formation theory and in communication skills. 
There is a whole range of other sciences showing 
interest and supplying data on language prob- 
lems. There are the anthropologists, the psy- 
chologists, the physiologists, the sociologists, lo- 
gicians, mathematicians and even physicists. With- 
in the domain of psychology alone, there are 
learning theorists, students of group dynamics, 
motivation researchers, and a veritable army of 
technicians and clinicians. And of course we 
must not overlook the birds in the Madison 
Avenue rookeries. Finally, there are people like 
myself, teachers, educators and educationalists, in 
descending order of respect but not necessarily 
of importance. 


I am tempted to complain to you about the 
lack of scientific rigor in educational research in 
language, as in other matters. But I fear that 
would be merely an affair of parochial interest 
—and besides, it is dirty linen. 

Anyone who deals with people in a therapeu- 
tic setting must, I think, ultimately be concerned 
with problems of language; must acquire some 
sophistication in linquistic matters; must develop 
considerable skills in establishing effective com- 
munication links with patient or client. But a 
word of caution—the law of parsimony operates 
here! Language study is a fascinating matter, 
but much of it is peripheral to your specific needs. 
Structural linguistics, with its analyses and quan- 
tification of verbal forms and their relations, will 
be a side issue. Comparative philology is not 
your dish of tea. Semantics can be helpful. So 
can a study of child language. 


It seems to me, and I make no pretence of 
intimately understanding your professional ac- 
tivities, your main need is to establish effective 
communication with your patients and with 
your colleagues too. This is no simple problem. 
Every profession, as it expands, tends to gener- 
ate its own private vocabulary. This expan- 
sion begins with the need for precise terms. 
These terms tend to be multi-syllabic, elliptical 
and esoteric. This expansion of vocabulary ac- 
celerates when the profession engages in a strug- 


(Continued on page 194) 


*Executive director of the Library Club of America 
and associated with the Horace-Mann Lincoln Institute 
of Columbia University. 
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PROPRIOCEPTIVE NEUROMUSCULAR FACILITATION 


Application of Patterns and Techniques in 
Occupational Therapy 


DOROTHY E. VOSS* 


Occupational therapists and physical therapists 
have common bases of education and prepara- 
tion, and common goals for the patients en- 
trusted to us by physicians. To justify our pro- 
fessions, or ourselves within our professions, we 
must be able to (1) develop or restore a high- 
er level of function than would be possible with- 
out occupational or physical therapy, or (2) de- 
velop or restore function sooner than would be 
possible without our services. One hears refer- 
ence made to “maintenance therapy” but even 
in these instances an attitude of optimism should 
prevail. An attitude of resignation may hinder 
the tapping of obscure resources and potentials 
with which the human being is endowed. 


We, having common knowledge and goals, 
by now should have reached a coordinate state. 
Yet we know that, at times, just having a pa- 
tient “in common” will reveal tangential courses 
of action rather than parallel and harmonious 
adjustment of our activities. Do some of our 
differences and tangents occur because the “tools 
of our trades” are different, or is it because we 
have certain “tools” in common? 


Prescribed physical activity directed for the pa- 
tient by the therapist becomes a “tool” we 
have in common. Exercise is our most valuable 
“tool” and the one which requires the most 
skillful application based on sound judgment. 
However, the “purposeful” activities of occupa- 
tional therapy and the method of therapeutic 
exercise of physical therapy which is based upon 
one-component, fragmented patterns of motion 
lie at opposite poles. Those divergent approaches 
to patient-centered activities may be the real 
cause of our incoordinate state. Perhaps one 
day a thorough understanding of neurophysiology, 
neuromuscular function and abilities of the nor- 
mal person will permit us to render more than 
the “lip-service” we have given the coordination 
of patients’ activities in our respectiye areas. 


Dr. Sidney Licht in the recently published 
book, Therapeutic Exercise, of which he is editor, 
points out that “Occupational therapy is treat- 
ment by activity. When the activity is physical 
and performed as therapeutic exercise it is call- 
ed kinetic occupational therapy. Thus, all the 
principles of therapeutic exercise apply to kinetic 
occupational therapy which is a form of exercise 
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with equipment . . . the equipment is more ob- 
viously purposeful (than gymnasium equipment) ; 
it is used in manufacturing (making by hand) 
or at least manipulation (hand work).”' Dr. 
Licht goes on to point out all of the advantages 
of purposeful activity including as most important 
the development of endurance, but he also men- 
tions one major disadvantage in that the empha- 
sis is placed upon activity of the upper extremity. 

If “all the principles of therapeutic exercise 
apply,” and if movement patterns and techni- 
ques of proprioceptive neuromusclar facilitation* 
represent an approach to therapeutic exercise, 
then it should follow that application of these 
patterns and techniques should be possible by oc- 
cupational therapists. By so doing occupational 
therapists would not become physical therapists, 
but would acquire an understanding of the phil- 
osophy and principles encompassed by the ap- 
proach and would apply this knowledge to mini- 
mize the disadvantage mentioned by Dr. Licht 
(emphasis is placed upon activity of the upper 
extremity ). 


One of your group, Jean Ayres, is the author 
of three articles on proprioceptive neuromuscu- 
lar facilitation.* Miss Ayres discussed at length 
the physiological basis of the techniques, de- 
scribed the techniques and suggested adaptations 
for use in occupational therapy. She compiled a 
bibliography of references available through 
1954, the article having been published in 1955. 
Those who have not read Miss Ayres’ series 
may find it helpful. 

The application of these patterns and tech- 
niques requires that certain points of philosophy 
and principle be recognized and heeded. With- 
out a logical basis founded on the characteristics 
and abilities of the normal person, any applica- 
tion of these techniques becomes as a “bag of 
tricks,” the why and the wherefore being un- 
known or misunderstood. Since the therapist's 
efforts are directed toward a return to or toward 
normalcy by the patient, our methods must be 
designed to achieve responses which are within 
the realm of normalcy. 

The following guidelines may be worthy of 
note by occupational therapists. 


*Consultant, Chapter and Membership Departmenr, 
American Physical Therapy Association, and Editor-In- 
Chief, Physical Therapy Review. 
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(1) 


The normal human being is a highly in- 
tegrated organism—all parts are mutually depen- 
dent and their functions are interrelated* A 
demand placed upon one muscle or part will 
affect related muscles and related parts. Repeti- 
tive activity of one part may achieve repetitive 


responses in a related part.*® Herein lie to- 
gether the opportunities for improving function 
and the hazards of creating and developing im- 
balances and bizarre patterns of movement. Ap- 
plication of patterns and techniques of proprio- 
ceptive neuromuscular facilitation demands that 
the total response of the patient be considered 
and that stronger parts be utilized to strengthen 
weaker parts so aS to correct or prevent im- 
balance. 


(2) Development of motor control normally 
occurs from proximal to distal. That is, control 
of the neck and trunk precedes control of the 
extremities. Integration of patterns of movement 
and motor abilities occurs automatically as a 
normal process of growth. There may be varia- 
tion in the timing of events and in normal adults 
there are variations in motor abilities but these 
variations are within the range of normalcy. 


Developmental levels should be considered if 
we are to help patients develop or restore motor 
control. It is doubtful that the sequence of motor 
development can be circumvented in the treat- 
ment of patients having motor dysfunction any 
more than a child can or should bypass a stage 
in his development. 

If a patient is as “helpless as a baby,” whether 
he is chronologically six or sixty years, this com- 
monplace observation is a clue that this patient 
needs activities which will provide for a pro- 
gression in accordance with the scale of motor 
development. More often than not, it has been 
my observation that when a patient reaches a 
plateau in his progress, reverting to or increas- 
ing an activity which is comparable to an earlier 
level in the sequence of development will spur 
progress. Basic activities provide preparation for 
advanced activities. One tenet of this approach 
to treatment is that emphasis on activity of a 
distal part in the presence of gross dysfunction 
of proximal parts becomes futile and impedes 
the progress of the patient. Is it possible that 
the patient who cannot maintain independent 
sitting balance while using his hands for purpose- 
ful activity is being asked to perform beyond 
the level of his abilities? Could an activity, 
which combines reaching, grasp, placement and 
release of an object with turning of the neck 
and trunk or rolling from supine to prone, pos- 
sibly contribute to the development of sitting 
balance, and at the same time enhance the pa- 
tient’s use of his upper extremities, his ability for 
hand-eye coordination, grasp and release? 
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(3) Whereas motor development proceeds 
from proximal to distal, the normal timing or 
coordination of movement occurs from distal 
to proximal. In feeding oneself, it becomes ob- 
vious that action proceeds from distal to proxi- 
mal. If a patient performs by moving his should- 
er before moving his hand, we recognize the 
movement as bizarre, substitutive, and incoordi- 
nate. The head and neck, hands and feet are 
the distal parts which are most sensitive to sen- 
sory stimuli. If action proceeds from distal to 
proximal, if a demand placed on one part affects 
related parts, and if in occupational therapy em- 
phasis is upon activity of the upper extremity, it 
becomes extremely important that the occupa- 
tional therapist know the status of the patient 
in terms of development levels, and the level 
of function of proximal parts, as well as the 
more obvious deviations from normal in distal 
parts. He must also know what effect activity 
of the upper extremities has upon other related 
parts. Without this information or if the status 
of the whole patient is disregarded, the activities 
performed in occupational therapy may only re- 
sult in frustration of the patient, the develop- 
ment of imbalances, and impedance of the pa- 
tient’s progress. 

Perhaps the least enlightened concept existing 
today is that the physical therapist treats the 
lower extremities, the occupational therapist 
treats the upper extremities and, as is frequently 
the case, no one is truly concerned with the res- 
toration of function of the head, neck and trunk. 
This division of labor is incongruous with any 
concept of treatment of the whole patient. Ap- 
plication of patterns and techniques of proprio- 
ceptive neuromuscular facilitation cannot be in- 
telligently made if such a concept is permitted 
to exist. 


(4) The normal subject, having become an 
integrated, functioning organism through the 
process of development and growth, is capable 
of a wide variety of movements and combinations 
of movements. If required, he is able to perform 
through the available range of motion in a co- 
ordinated manner and with good strength and 
endurance. He is able to reproduce and repeat 
his movements within the limits of endurance 
and develops endurance by additional repetition. 
These motor abilities require the reversal of ac- 
tivity in antagonistic muscle groups and _ this 
reversal occurs automatically and smoothly. The 
development ‘or restoration of coordination, 
strength and endurance are recognized as goals 
of treatment regardless of the approach or meth- 
od used. If an approach or a method has been 
successful, adequate attention must have been 
given to the patient’s’ development of these abil- 
ities. : 
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The normal subject is able also to sustain 
a desired posture or position of the various parts 
of his body in accordance with the demands of 
the situation. Normally this response occurs 
automatically and, if this ability is lacking, the 
development or restoral of postural and righting 
responses along with the ability to sustain more 
refined postures becomes a goal of treatment 
and has been recognized as such. 


(5) The normal subject has potentials which 
are not fully developed by the usual demands 
of daily living. He responds in accordance with 
the demands of a situation. Usually he does not 
put forth more effort than necessary, but in situa- 
tions of stress, his response may be phenomenal. 

The patient who is fraught by disease or injury 
still has certain potentials within the limits of 
the pathological or traumatic: process. Because 
the patient is relatively protected from the usual 
demands of living, and since he could not rise 
to the usual demands, the specific demands which 
will achieve the responses necessary to his re- 
covery must be placed upon him. Specific de- 
mands to be placed by the therapist must be 
established by and according to the diagnosis, 
prognosis, prescription, and contraindications as 
determined by the patient’s physician. These ob- 
ligations are stated and adhered to by members 
of our professions and are essential to the best 
interests of the patient, the physician, and the 
therapist. Again, a coordinate state with under- 
standing between physician and therapist is es- 
sential to the welfare of the patient, regardless 
of the approach or method of treatment used. 

Application of patterns and techniques of pro- 
prioceptive neuromuscular facilitation’ by occu- 
pational therapists requires that: 


(1) The patterns of motion be learned. All 
other techniques are superimposed upon mass 
movement patterns which are spiral and diagonal 
in keeping with the rotatory and diagonal char- 
acteristics of the bones and joints, ligaments, 
the alignment of the muscles upon the skeletal 
structures, and the alignment of the fibers of the 
individual muscle groups. Each muscle within 
a pattern contributes varying degrees of three 
components of action. The patterns, when per- 
formed through full range, provide for an opti- 
mum contraction of those muscles primarily re- 
sponsible for the movement. 

The patterns of motions more closely resem- 
ble functional, purposeful movements than do 
fragmented, one-component motions. There are 
major differences between these patterns and 
functional patterns which occupational therapists 
need to recognize. Grasping with the wrist in 
extension is not used in patterns of facilitation. 
Finger extension and wrist extension are com- 
bined, as are finger flexion and wrist flexion. 
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Therefore, if the patterns are to be used speci- 
fically and in their entirety, activities must permit 
closing and opening of the hand in combination 
with specific movements of the shoulder. The 
two antagonistic pairs of patterns of the upper 
extremity provide for all combinations of move- 
ment of the thumb. As we all know, the mechan- 
ism of the hand’s function is complex and its re- 
education is complex. To adapt occupational 
therapy activities so as to permit a patient to 
use the patterns and retain the quality of pur- 
poseful activity will tax the ingenuity of the 
therapist. However, heedfulness of the philoso- 
phy of the approach and attention to develop- 
mental levels should make adaptation less diffi- 
cult. 


(2) Emphasis not be placed upon fine move- 
ments of the hand until proximal deficiencies 
have been corrected in so far as possible. Gross 
activities requiring combination of patterns may 
be preparation for fine movement. Perhaps an 
activity such as hand-mopping or waxing a floor 
where a patient assumes a creeping position 
will do more to prepare the patient for skilled 
manipulation than will sitting at a table and 
playing checkers or placing objects. Perhaps fin- 
ger-painting would be more productive if done 
in the “all-fours” position. Gardening, especially 
weeding, would permit diagonal movements and 
opening and closing of the hand in line with 
patterns of facilitation. 


(3) Resistance be graded to permit coordi- 
nated performance through the available range 
of motion. Resistance should not be superim- 
posed upon a movement which cannot be con- 
trolled by the patient. Facilitation by applica- 
tion of maximal resistance had best be left to 
the physical therapist. As Dr. Licht pointed out, 
occupational therapy is important for the develop- 
ment of endurance which can be achieved by the 
repetition of coordinated movement. 


(4) Repetition activity composed of primitive 
combinations of motion such as thrusting of the 
upper and lower extremities be used only for 
the purpose of developing thrusting in the pa- 
tient having gross dysfunction. Prolonged use 
of a saw may defeat balanced reeducation of 
the deficient triceps unless the board to be saw- 
ed is placed near the left knee of the right-hand- 
ed patient. He must saw with combinations of 
shoulder extension and elbow extension, reversing 
with shoulder flexion and elbow flexion, if his tri- 
cepts is to receive optimum benefit. Equipment 
powered by the lower extremities uses mass hip 
and knee flexion and extension, but does not 
provide for reeducation of more advanced pat- 
terns combining hip flexion with knee extension 
and hip extension with knee flexion. Refinement 
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of function cannot be obtained through these 
activities and if they are used, other activities 
must be found to counteract their effects. 


(5) A variety of activities be provided to re- 
verse fatigue through recuperative motion and 
so that more combinations of patterns may be 
developed. After a patient has waxed an area 
of the floor, perhaps he will have achieved re- 
laxation or stimulation to a degree that will per- 
mit him to play checkers or perform some more 
skilled activity which appeals to him. 


In summary, it would seem that when occu- 
pational therapists familiarize themselves with 
the philosophy and principles of the approach, 
learn the specific components of motion and 
muscles responsible for each pattern of motion, 
and adapt activities so as to permit the perform- 
ance of the patterns of motion as specific but 
complete motions, the application of patterns and 
techniques of proprioceptive neuromusclar facili- 
tation will have been made. When occupational 
therapists and physical therapists have full knowl- 
edge of this approach in common, coordination 
of the patients’ activities in occupational and phy- 
sical therapy should be enhanced. 
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Language... 


(Continued from page 190) 


gle for status among the older professions. Then 
too, the tradition of scholarship seems to sup- 
port the need for a private language. At this 
point the expansion becomes a degenerate accre- 
tion. Most of the social sciences are today in- 
fected with it. I am not arguing against the 
necessity for technical vocabularies. I am warn- 
ing that in far too many professions, communi- 
cation channels are choked with weedy words. 
This effectively bars the general, educated lay 
person. He cannot know what is being. talked 
about. This also permits the professionals to talk 
impressive nonsense to each other—I refrain from 
offering examples. But there is the makings of 
an interesting parlor-game here for those who 
have the time and the energy. 


Most of us, in our daily affairs, suffer from 
minor deficiencies in communication. It may be 
that we do not say what we intended to say. 
It may be that we simply are not understood. 
It may be that we are victims of some subtle ver- 
bal prejudice, or of the pressure of some half- 
understood or half-sensed verbal taboo. It may 
that an experience is beyond the scope of our 
linguistic resources. Whatever the lack, we are 
“cribbed, cabined and confined” by the words 
we use loosely, or too often, or not enough. 


A patient can drown in the sea of words 
which you negotiate with difficulty. His linguis- 
tic equipment has probably been weakened by 
his suffering and his loss. He may even retreat 
from the world of words to some safer realm of 
non-verbal communication. Part of your job 
must be to re-enforce his contacts with general 
reality. Ultimately that job must be done with 
words . . . but the words must be hard and 
firm as well as friendly, if they are to support 
the meanings you both can use. I suggest that 
you discuss how you can establish and maintain 
clear channels of communication between your- 
selves and the people who need your help; how 
you can use the resources of language to re-en- 
force what you have to do by other means. 
For, after all, though you and I work in differ- 
ent places, we are all teachers, and _ teachers 
must say as well as show. 
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Stadia Notes 


THE THREE FACES OF MAN 


BERTHA QUINTANA, M.A.* 
SIMONE PICARDt 


Nan Chalon, Reporter 


Miss Quintana discussed the relationship of the 
culture concept to the three faces of man: the face 
of the past—superstition; the face of the present 
—science; and the face of the future—under- 
standing. 


It is important to recognize that these “faces” 
are not separate entities in and of themselves; but, 
in varying degrees, they exist in all of us. Our 
goal must be to provide ample room for the face 
of the future. 


Anthropologists not only deal with “old bones 
and broken pots”; they are concerned also with 
problems of personality development, race, tech- 
nical assistance, human relations, and so on. The 
aim of the anthropologist in most of his endeavors 
is understanding—understanding of the whole or 
total nature of man. With such understanding 
man can deliberately and intelligently plan his 
future. She stated further that the study of an- 
thropology gives an opportunity for the better un- 
derstanding of ourselves, as well as of others. We 
have to learn to distinguish between biological in- 
heritance and cultural inheritance. One of the 
lessons that a knowledge of the processes of cul- 
ture growth and change teaches us is that man 
can not only learn, but that he wmlearns as well. 
Much hope for man’s future welfare is found in 
this simple lesson. Although no science has all 
the answers, anthropology contributes data which 
help to find the answers to human problems. 

Miss Quintana then discussed aspects of anthro- 
pological methodology, stressing throughout the 
need to look at cultural phenomena from the point 
of view of the people whom they serve. In other 
words, the anthropologist tries to place us in the 
other man’s position. He asks, “How does it look 
from this point of view?” 

A film, Father and Son, showed a small village 
in Africa, Togoengoe. The father still lived ac- 
cording to old customs and beliefs. The son, who 
had been away in the navy, came back to his vil- 
lage with new ideas. The movie was a dramatic 
example of the universality of cultural conflict— 
an old culture meeting a new one in an African 
village. 

After the movie Miss Picard referred to the 
parallels which could be drawn between the con- 
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flicts illustrated in the film and conflicts which 
occur in our own society. By recognizing that 
that which is learned can also be unlearned, it is 
possible to look forward and hope for constructive 
change, as for example, in relation to the physically 
handicapped. Although there is a changing con- 
cept toward rehabilitation (e.g., the movement 
towards the “whole man” concept), we must recog- 
nize that change will not occur until we are ready, 
see the need, and want to accept change. 


The conditions of evil associated with deformity 
have persisted for many years. This has resulted 
in the formation of negative attitudes toward the 
disabled, which are prevalent even today. We 
still have a tendency, for example, to associate the 
hunchback with the witch. We must understand 
not only the attitudes of society but those of the 
individuals themselves as well. 


Miss Picard referred to a monograph of the Na- 
tional Foundation published in 1949 entitled “Un- 
derstanding the Disabled,” and a booklet published 
by the Association for the Aid of Crippled Chil- 
dren, “The Place of Persons with Disabilities in 
our Society,” as specific illustrations of aids to bet- 
ter understanding. 


*Teaching fellow in department of educational sociology 
and anthropology, New York University School of Educa- 
tion. 


+Formerly on national staff of the American Cancer 
Society. 


The studio notes on this and subse- 
quent pages are compilations of notes 
taken by reporters assigned to the treat- 
ment clinics. They are therefore not 
complete reproductions of the speeches 
as given, but rather summaries of the 


material presented. 
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HANDLING THE TWO-WAY TRAFFIC OF IDEAS 


ADDISON BENNETT, M.S.* 
B.S. Mann, Reporter 


Many things we should do in hospital communi- 
cations can be found in the highly technical book, 
The Mathematical Theory of Communication, by 
Shannon and Weaver, for the principles laid down 
can apply to any kind of communication. 


Source Transmitter Reosiver Destination 


wr. Ae (Voice ur. Be 
signal 


Source 


In the process of being transmitted, it is unfor- 
tunately characteristic that certain things are added 
to the signal which were not intended by the in- 
formation source. The imtent of the sender is the 
important factor, but the information passing from 
the source to the destination is affected by un- 
wanted additions such as distortions of sound, over- 
tones, distorted version, tone of voice. All of 
these changes in the transmitted signal are called 
noise, which increase the uncertainty of the mes- 
sage. 

Finally we must not only take into account the 
capacity of the channel, but also the capacity of the 
audience. For if one overcrowds the capacity of 
the audience error and confusion result. 


Although a great deal of stress has been placed 
on the area of Jistening, apparently there are still 
too many poor listeners. Barriers to effective lis- 
tening can be found in Speak up, Management, by 
Newcomb and Sammons. 


In operating the traffic light at the center of the 
intersection of two-way traffic lanes heading in four 
different directions, we can control the effective 
and smooth two-way flow of idea traffic. 


Tour boss 


Associates __y ‘our pettente 


LJ 


Your subordinates 


Contacts with your associates. The use of a 
conference is based on the philosophy that the very 
act of drawing people together and granting them 
the right of discussion, in itself exerts a therapeutic 
influence on organizational harmony. Regardless 
of the criticisms of the approach, the conference 
process still offers management of any level one of 
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the greatest opportunities to promote “a true meet- 
ing of minds” through the exchange of ideas. 


Conference speaking. First, an alert physical 
manner will lead to better speaking. A good 
posture and bearing reflects physical energy which 
in turn reacts on the group, and also puts you in 
a better position to offer meaningful remarks. The 
voice should be projected, and though not loud, 
it should be audible to all persons in the room. 
There should be clarity, distinctness, and emphasis 
to convey meaning. And the eye contact should 
be around the table—to the chairman and other 
individuals. 


Each time you speak in a conference you should 
speak briefly, and you should usually confine your 
separate remarks to one point. There are some 
exceptions, but if anyone’s comment takes more 
than two minutes that member is making a speech 
and taking time from others. Each time you speak 
in a conference you should have a reason for doing 
so—to contribute information, raise a question, 
answer a question, express a point of view, or sup- 
plement the point of view of another member. 
Make your goal clear by stating your point. Then 
develop it by explaining, supporting, or reasoning. 
Restate if necessary, and then stop. 

Tact is all important. When you are answering 
or refuting the point of another person, consider 
the other person, remember his point as he would 
like it understood and answer him as you yourself 
would like to be answered. This does not mean 
that you should never take issue with someone else. 
It means that you do so pleasantly, considerately 
and open-mindedly. It also means that you never 
attack the other person with such words as “fool- 
ish” or “uninformed.” The personal attack, rather 
than arguments about the point, never wins any- 
one over to your ideas or point of view. 


Conference listening. In a conference, you 
should listen attentively to a// that is said. This 
includes listening as closely to those in the group 
you may not like as those you do like. Frequently 
a point being made by another member may seem 
to lack relevancy to you, but it may turn out to 
be an important contribution later on. It is often 
well to take notes so that you can integrate the 
remarks of others with your own at an appropriate 
moment. 

A common trouble that arises at conferences is 
when somebody contradicts somebody else without 


*Methods Coordinator, United Hospital Fund, New 
York City. 
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. seeing what the first man was actually thinking 


about. 
CONCILIATION 


Actually there is almost always some good in 
what the other fellow has said. If not, you may 
be sure he believes it is good or he would not have 
said it. Therefore, if you are to win him over, 
listen carefully to the other person’s point; evaluate 
it objectively and not the person who made it, 
look for the areas of agreement, and concede what 
you can. 


SELLING AN IDEA UP THE LINE 


In speaking of the communication essentials 
which should find their way into our presentation 
of ideas up the line, we should perhaps talk in 
terms of the language of a salesman. For achiev- 
ing successful selling we would list three basic 
rules: 


(1) Know your product. (2) Know your 
customer. (3) Know your customer some more. 
Whatever the proposal or idea might be, the most 
important rule in preparing for our presentation 
is that both its form and content must be geared 
to the background and temperament of our audi- 
ence. 


Now a well planned program for putting across 
an idea up the line usually consist of two steps: 


1. Preparing thoroughly the details of the plan, 
and (2) Making a formal presentation to the per- 
son or persons involved and getting a final decision. 

Under the first step of preparing thoroughly the 
details of the plan there are some effective, though 
demanding procedures you must follow: 


1. First, you must be able to state your idea in 
writing in clear and exacting terms. 

2. Secure the facts to show the present situ- 
ation. 

3. Get all the facts you can to show why your 
idea should be put into effect. 

4. Be able to list the advantages of the pro- 
posal. 

5. Establish what steps must be taken in put- 
ting the idea into effect. 

6. Anticipate resistance and prepare for it. 

7. Check your thinking against the knowl- 
edge and experience of others. 


Having carried out these early activities you 
must then consider whether the final presentation 
to the boss should be oral or written. 

In general, the best results come from making 
the presentation orally to one individual or to small 
groups of two or three. This type of presentation, 
when skillfully conducted, produces more warmth, 
understanding, and enthusiasm than the best writ- 
ten report. It is a more flexible type of presenta- 
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tion. Although oral presentations are generally 
recommended they are not always practical or pos- 
sible. Written presentations should be used when- 
ever the recommended program is so extensive 
that it requires a great deal of supporting evi- 
dence and careful point-by-point deliberation. 


Even when recommendations are to be presented 
orally, the points to be covered should still be re- 
duced to writing beforehand, much as if the presen- 
tation were to be made in report form. Preparing 
a written proposal forces one to convert general 
ideas into specific recommendations, and it cer- 


tainly helps one organize the presentation more 
logically. 


SCOPE OF THE PRESENTATION 


Within broad limits of variation in the amount 
of emphasis given to each, the presentation should 
usually cover the following subjects: 


. Statement of the Problem. 

. Scope of the Project. 

. Summary of Conclusions. 

. Summary of Recommendations. 

. Dissenting Points of View. 

. Anticipated Results and Benefits. 
. Cost and Effects of Change-over. 
. Action Program. 


HRW DN 


There are two things we can do to gain positive 
response: 


1. Highlight only the major points and make 
them easy to grasp. 


2. Get some drama and impact into the presen- 
tation. 


One point of caution should be made about 
using any such techniques to liven up the presenta- 
tion. They must not be obviously dramatic or 
forced or artificial. One final precaution—there 
exists a real trap in our “enthusiasm” which can, 
unless we are stern with ourselves, lead us into 
disastrous overstatements. Nothing will destroy 
confidence nor create doubt more quickly among 
those who are considering the proposal. 


INTERVIEWING 


Interviewing is not an exact science; rather it 
is an art. For this reason it is not possible to cite 
a formula or set of fixed rules applicable to all 
interviews. The background and personalities of 
those individuals involved in the interview are far 
too complex to be fitted into a formula. 


Do’s and Don'ts: 


1. Plan for the interview, whenever the oppor- 
tunity permits. 


2. Listen to the speaker in a patient and friendly, 
but intelligently critical manner. 
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3. Don’t display your authority, don’t be a 
“stuff--shirt.” 


4. Keep from dominating the conversation. 


5. Don’t argue. 


6. Talk or ask questions 
—to help the other person talk. 
—to relieve any fears or anxieties on the part 
of the other party. 
—to veer the discussion to some topic that 


has been omitted or neglected. 

—to clarify the meaning of certain com- 
ments, or when additional important in- 
formation should be obtained. 

Each one of us must be willing to concede that 
it is possible that anybody can have an idea which 
will help another or inspire a new idea in another, 
and above all we must concede this—that one of 
the most precious possessions we have is the ideas 
we hold in our minds. 


NEW DEVICES FOR RE-EDUCATION: THE USE 
OF TEACHING MACHINES 


AUGUST A. FINK, Jr., Ph.D.* 


Among early testing devices, the problem was 
keyed so that the student pressed a button corre- 
sponding to his choice. These machines were 
designed usually in a multiple choice type of for- 
mat. We still have some of these today. A 
second line of teaching machines have been called 
empirical attempts at teaching devices. They were 
developed by imitating the teacher's role. Some- 
times these machines solve problems, other times 
create problems by their limitations. 


In 1900, Thorndike did his well-known experi- 
ments with cats and started the research from 
which present teaching machines have grown. 
From Thorndike’s work a small school of psychol- 
ogists grew who were sometimes called “rat psy- 
chologists,” because they worked with rats, cats 
and apes. They later used humans. This group, 
through controlled experimentation, tried to find 
out what procedures to use to make animals learn 
more quickly. 


One of the prime motives discovered was the 
need for reward, the law of reinforcement. This 
was primarily a reinforcement of food, water, sex, 
or heat, although we realize that even animals will 
work for token rewards. The latter is called sec- 
ondary reinforcement, i.e., money, words of praise. 
These have no effect on the learning of the very 
young child until he associates these token rewards, 
by pairing, to the primary rewards. In this way 
Chimpanzees were trained to work for plastic disks 
which they then exchanged for grapes and also 
used in a small realm of exchange. 


To summarize briefly, Principle 1 is the concept 
of reinforcement. Subjects can be trained if their 
responses are rewarded. It is urgent that this re- 
ward be given as soon as earned, otherwise the 
effect decreases until it is completely lost. Prin- 
ciple 2 is the differentiation of a response, the 
shaping of behavior. In education we are inter- 
ested in establishing a complex system of be- 
havior. If we had to wait for the complete cor- 
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rect response we would often wait a long time for 
a chance to reinforce. Therefore we set interme- 
diate, attainable goals, i.e., the first week, get hands 
on the keyboard; next, find the keys by feel; later, 
accomplish coordination so that we get an oppor- 
tunity to reinforce behavior as it develops from the 
primitive to the smooth integrated final act. 

The basic difference between the machines of 
today and the earlier ones is that the new teaching 
machines of today really teach. The majority of 
earlier teaching machines simply tested the effi- 
ciency which one had learned somewhere else. The 
new machines take the student from zero in learn- 
ing up to a given point without any outside in- 
struction. Supplementary outside reading may be 
helpful, but it is not essential. The machine can 
actually teach. 

In a Spanish series, there is a picture of a ball. 
The student is asked to supply the Spanish word, 
eliminating the problem of translating from Eng- 
lish. The student traces the first letter of the 
answer word. If he does it correctly, it immedi- 
ately causes the machine to move to the next frame, 
which shows that he was correct. By correctly 
tracing the next letter, the pupil moves the ma- 
chine ahead again. If he gives a wrong answer, 
the machine does nothing. 

The first factor we have is immediate reinforce- 
ment by the machine moving ahead. The child 
can manipulate the machine. For the very young 
child a machine that dispenses thin sugar wafers 
could be used. 

This procedure makes use of the step concept of 
shaping behavior. The child knows the letters 
are right as far as he has gone. He knows by this 
step-by-step approach where his error is. 

There is no negative reinforcement associated 
with the machine. The machine does not punish, 


*Director of research, Paul Klemtner & Co., Inc. For- 
merly assistant professor of psychology, Columbia Uni- 
versity. 
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nor criticize. The machine automatically adjusts 
to the student’s speed of learning and remains 
silent whether the student makes one error or 100 
errors. 

The machine is inexpensive—it will eventually 
be similar in price to a black and white TV set— 
and offers the best possible curriculum to every 
section of the country in the same way. It is pos- 
sible to develop a tape for a person, for example, 
who was sighted up to the age of eight and then 
blinded. Another tape for children who were 
born blind would be somewhat different. These 
tapes could circulate economically to areas where 
the incidence of the disability was very small. 

Some of the areas in which the machine can be 
used: 


Mathematics, through differential equations 
All languages 

Reading 

Spelling (phonetic type) 

Problems of English usage 


Bridge bidding, chess and other games 

Industrial applications like flow chart instructions, 
teaching machine parts and technical skills, instruc- 
tions in wiring and soldering. 

Academic portions of aviation and navigation studies 

Manual dexterity, like disk-cutters being trained to 

cut a curve. 

This way learning is strictly an individual thing. 
This is an advantage because in a group of thirty, 
for example, each individual can progress at his 
own rate with a machine, whereas group instruc- 
tion has to go at a median rate. It takes the cler- 
ical and emotional aspects out of teaching. 

An auditory component has been added to teach 
the sound of letters. A student can record and 
play back his own efforts at pronunciation, erasing 
as often as wanted, or retaining on the type what 
is to be audited later by the teacher if desired. 

The machine’s efficiency has been demonstrated 
by a number of investigators in a wide range of 
subject matter areas. 


HOW TO GET YOUR POINT ACROSS 


JACK RUBAK, M.A.* 
B. S. Mann, Reporter 


The ability to communicate before any group 
of people is based on a simple formula. Capture 
your audience’s interest, explain why it is impor- 
tant that they listen, give them vivid examples 
and illustrations, and conclude forcefully. 

In a brochure on requirements for occupational 
therapists it has been said that the occupational 
therapist especially needs (1) an interest in people 
and (2) a warm personality. These are qualities 
everyone must have if he or she is to get on with 
other people and are also necessary qualities for 
effective speakers. 

A good thing to think about when we are 
tempted to blame our audience for inattention is 
what the young classroom thug said to his teacher 
—"You’re not the best in the world.” The respon- 
sibility for keeping an audience attentive rests on 
the speaker not on the audience. 

How do you develop a technique that will make 
your material interesting and make your points 
stick? This way: a good opening, a strong con- 
ciusion—and keep them close together. 

Command attention. Hold their interest. Leave 
the audience with something they can take away. 
How? Well, don’t begin by murmuring, “This 
will only take a few minutes,” or “This material 
is not the best, it was given to me at the last min- 
ute.” Don’t apologize. If you ought to, your 
audience will know it quite soon enough. 

The humorous opening is fine if it leads into 
the subject and does not, as it sometimes can, 
actually seem to ridicule it. Make your jokes sup- 
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port the points you are trying to illustrate. 


For five seconds you are a novelty to any audi- 
ence; it is the next five seconds that count. 


The opening must be geared to arouse interest. 
Some openings that may arouse interest are the 
story Openings, arousing curiosity, startling facts or 
statistics, rhetorical questions, direct questions and 
the use of an exhibit. 

Tell your audience what you are going to say. 
Be precise—be concise and stick with it. 


Establish the importance of your subject. This 
is a step too often omitted. You must understand 
the people to whom you want to appeal. Find 
out what makes your audience tick. Then talk 
in terms of your audience’s interest and desires. 

Keep to one idea. Don’t offer three ideas for 
a solution to one problem—that is, at the same 
meeting. 

Avoid the use of abstractions. That is, do not 
say a war cost so many billion dollars; tell exactly 
what could have been done with the money, end- 
ing with an item aimed directly at your audience 
—“and give a four-year scholarship to every oc- 
cupational therapist in the world.” This is amaz- 
ingly effective at the end of a long list of noble 
and spectacular possibilities. 

Remember the clock. You lose your audience 
the instant you cross the threshold of their time- 
tolerance. 

Remember, it is usually conceded that eighty 


*Civilian professor in U. S. Army Information School, 
Ft. Slocum, N. Y. 


199 


ne 

at fe 
a 
of 
as 


per cent of learning comes from sight, yet most 
speakers appeal only to hearing. Employ some 
visual aid even if it’s only a blackboard. 

In conclusion restate the main points. 


As last 


words, a pertinent quotation is good. 

Of the other factors involved, the most impor- 
tant is you. You must learn to like speaking, 
and you can if you take the trouble to learn how. 


PSYCHO-ICONOGRAPHY 


A Method Of Psychotherapeutic Communication 


WALTER L. BROWN* 


Veronica Dobranske, O.T.R., Reporter 


Mr. Brown defined psycho-iconography as 
“communicating through drawings and pictures.” 
He has a large collection of pictures—over 4,000 
—drawn by mental patients. They tell the story 
of humanity and the similarity of problems. We 
were shown colored slides of these pictures at 
the rate of about three a minute, and each slide 
conveyed a patient’s inner feelings. 


Mr. Brown stated that the first method of com- 
munication is the seating plan. If the patient 
elects to sit across from the therapist he is hos- 
tile, if he sits to the therapist’s right he is 
dependent, and if to the left he wants to relate. 
Mr. Brown uses an ordinary card table because 
he believes it creates a feeling of informality 
which is impossible across an office desk. After 
the patient is seated, Mr. Brown places a black 
dot in the center of a blank sheet of paper. The 
paper and a felt-point pen are then passed to 
the patient and he is encouraged to start from the 
dot and drawn any picture he sees fit. 


The paper is presented to the patient in the 
horizontal or landscape position, rather than the 
vertical or portrait position, which is threatening 
as it suggests the body position. The therapist 
places the dot on the paper, thus putting him- 
self there. This makes it easier for the patient 
to carry on, and demands communication from 
him. To encourage the patient, the therapist 
asks him to draw, or to put the pen on the dot 
and let something come. Sometimes the patient 
will draw around and around the dot, and final- 
ly something happens. 

In his experience, which now covers well over 
one thousand cases, he has found the method 
universally accepted by patients, even those in a 
highly disturbed psychotic state, as well as highly 
enlightening to the therapist in his quest for 
insight into the human mind. 


Mr. Brown contends that interpretation of the 
patient’s drawing is the meat of the problem. The 
patient provides the therapist with symbols and 
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expects him to understand. Thus the therapist 
feels his way into the life of the individual. 

Many schizophrenic patients are unable to be 
original. To demonstrate this Mr. Brown pre- 
sented a slide showing a copy of a Van Gogh. 
However, the brilliant colors usually associated 
with this famous artist were missing because 
the patient painted his depression into the pic- 
ture. A common projection is seen in the draw- 
ing of heroic figures. One slide was a drawing 
of General MacArthur with a likeness to the 
patient. A middle-aged man copied a Van Dyke 
and put his own face on the body of Little Lord 
Fauntleroy. 


Another picture which a patient presented to 
Mr. Brown was described by the patient as a 
“real scene.” It depicted hay in a yard, a lake 
and a tree. The perceptual distortion lay in the 
fact that it was supposed to be a spring scene. 


Schizophrenics enjoy ritual, and their draw- 
ings often depict the whirling feeling in the head 
and leaden arms and legs. They draw one body 
outside another body to demonstrate that the 
inner self can’t control the outer self. 


The paranoid patient makes the dot on the 
paper into an eye which is the evil eye. Pic- 
tures with other objects were shown with such 
explanations as: “butterfly is a symbol of homo- 
sexuality,” “ball is child,” “sun is father,” “table 
with a bowl of flowers is an offering of self,” 
and “bird in a cage is self-pity.” 


There were several drawings of Mr. Brown. 
One of them bore a striking resemblance to a 
photograph of Mr. Brown’s father taken at the 
age of nineteen. Another drawing depicted him 
with a face of hatred and hands distorted, which 
revealed the patient’s desire to destroy him as a 
person. Another, in stained glass window style, 
showed Mr. Brown as St. Thomas the Doubter. 


*Art Therapist, Rockland State Hospital, Orangeburg, 
New York. 
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THE CREATIVE IMPULSE 
AND ITS VALUE IN THERAPY 


THOMAS S. TIBBS, M.A.* 


From earliest times there has been argument 
over whether creative art or the creative act 
itself is the more important—whether the doing 
is Or is not more important than the end result 
—what the relative importance is of the element 
of catharsis. While this argument continues to- 
day, there is a current assumption that all art is 
called upon to communicate something. Though 
some people believe that the more communica- 
tion the less art, nevertheless it is natural for 
people to want to communicate. Although the 
artist does not necessarily communicate to large 
groups, he must communicate to someone. In the 
do-it-yourself movement, much of the activity 
produces neither a creative act or an artistic prod- 
uct. However, the movement is a reality that 
we are faced with, and the very act of “doing” 
is important: There is always a possibility that 
the “doer” may cross over the line and produce 
something that really is art. 


Four types of art are now recognized. Com- 
munication of a general impression of something 
produces realistic painting. Abstract painting 
shows the objects abstracted, but it contains real 
elements. In non-objective art there is no subject. 
In surrealism, real objects are shown, but they 
are placed in abnormal juxtaposition. One of the 
recent evidences of the fact that there are many 
kinds of art is the Guggenheim Museum now 
going up in New York City. 

Assuming that there is therapeutic value in 
the creative act, we recognize that we are deal- 
ing with communication and that some standard 
of acceptance or approval of what is communi- 
cated must follow. In dealing with people with 
handicaps, the following characteristics have 
shown up. Though these are generalities, they 


may be of interest. Mental patients use all four 
types of communication: realistic, abstract, non- 
objective and surrealistic. The blind tend toward 
abstract art, portraying ideas. The deaf tend 
toward realism. 


The American pioneers had to “create” to 
exist. Some of the finest examples of contem- 
porary design are found among purely functional 
objects. Today our industrial society turns out 
what the pioneers had to create themselves and 
we produce some fine work and some monsters. 


Over the years the Rochester, New York, Art 
Museum has played a role in occupational ther- 
apy as well as art. Art centers are located ev- 
erywhere, and can be of invaluable help in pro- 
viding judgment concerning the quality of the 
objects produced by patients. 


Many museums are interested in offering op- 
portunities for a free type of creative art. They 
often begin with groups of children. Children’s 
work has characteristics of its own. Small chil- 
dren begin by running off the page, due to lack 
of motor control. The first approach to art is 
not representational but analytical—a horse 
moves. They may go through the “embryo” 
stage, drawing within a frame. Their work is 
symbolic—they draw the tree, not a tree. After 
about nine years of age, children’s drawings ex- 
press realism. They show what the child has 
experienced, and that is a lot! Children are often 
not physically developed enough to match their 
mental creativity with successful physical ac- 
complishment. 


*Director of the Museum of Contemporary Crafts, New 
York City. 


LEARNING CUES OF THE BRAIN INJURED 


MARION REISSENWEBER, M.A.* 
Catherine Daniewicz, O.T.R., Reporter 


Miss Reissenweber told us that “What do you 
mean?” is the question most frequently asked 
by the brain-injured and is the least understood 
by all. She believes that the occupational thera- 
pist has the best chance to see these people 
in treatment situations and is less limited in 
working with them than are the other profes- 


sional workers. 
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She explained that the brain-injured patient 
lets others know that they are not getting across 
to him in the following ways: 


1. By his expression. 
2. By not responding to the therapist's com- 


*Educational psychologist at the Institute for the Crip- 
pled and Disabled, New York City. 
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mand. The patient knows through his own ex- 
perience that his response will be wrong. 

3. By performing activity unrelated to that re- 
quested. 

4. By responding with bizarre activity which 
may scare the therapist. Inconsistency in perform- 
ance may be a symptom of brain injury. The 
therapist should be on the lookout for such be- 
havior. 


5. By attempting to communicate with lan- 
guage. Words are used but the patient’s concepts 
of them are different. Such a patient does not 
know he does not understand, nor does the thera- 
pist know the patient does not understand. 

Steps must be taken to help free the patient 
from his misunderstanding. Environmental fac- 
tors that may influence the brain-injured to favor- 
able reactions are as follows: 

1. Physical smoothness and color. The patient 
may be pulled visually from one stimulus to 
another. The use of neutral gray as a background 
will help him concentrate on the work area. 

2. Placing the patient in an area away from 
the movements of others. He needs help in 
controlling his own environment. The therapist 
can then build up the patient's work tolerance. 

3. Physical stability. The patient should be 
helped to comfortable balance, whether sitting 
or standing. He needs to recognize his own equi- 


librium. He should be well-positioned in a chair 
at the table so he won't have to concentrate 
on his sitting balance. Bringing eye and hand 
in close proximity will promote better work and 
coordination. 


4. Lighting. All natural or all artificial light 
should be used during training. Ceiling lights, 
especially fluorescent lights, are not good for the 
brain-injured. Fluorescent light focuses on all 
things in the room and gives him more stimuli 
which will distract. A table light puts focus 
on the work area and the room is in the back- 
ground. The intensity of the lights should be 
individualized, for nystagmus and other weak- 
nesses in eye movements. 

Miss Reissenweber gave the following precau- 
tions to be observed before begirining a learning 
process: 

1. The therapist should explore whether the 
patient has had experience in what is wanted. 
It may be necessary to pre-teach. 

2. The therapist should verify for binocular 
and monocular vision, and find out how accu- 
rately the patient judges distance, space, size, 
forms, and if he has depth perception. 

3. It is important that the words used mean 
the same thing to the therapist and to the pa- 
tient, and that the language used ties in with 
the patient’s experience. 


STEREOTYPES 


Distortions of Perception 


EUGENE L. HARTLEY, Ph.D.* 
Florence Cromwell, O.T.R., Reporter 


The Ames “rotating trapezoidal window,” the 
same observed in the initial conference session, 
provided the impetus for this discussion. Now, 
however, instead of merely noting that errors in 
perception do exist and are common to all of us, 
an application of the principles involved in dis- 
tortion was attempted. The leader hoped to 
have the group draw comparisons and inferences 
from the illusory window to human relations 
and specifically to our own areas of communi- 
cation. 


Several significant principles were revealed: 


1. Lifetime experiences in one pattern of re- 
sponse are strong influences in preventing ac- 
ceptance of a new or different pattern. There 
is a lack of common ground which makes inte- 
gration difficult. For example, the unconvention- 
ally shaped window, the loaded ball that does 
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not bounce, the airplane flying upside down pro- 
duce responses of disbelief. 

2. These difficulties of acceptance are common 
to all of us and cause us to make dangerous 
generalizations, i.e., Paris is always gay, all chow 
dogs are mean, coed colleges are better than girls’ 
schools, and so on. 


3. Fixed patterns of reaction, or stereotypes, 
need not be considered as always negative. They 
are symbols that define what we know as well 
as what we know little about. They are short- 
hand notations of larger concepts and are, by 
necessity, in part inaccurate. Some examples as 
related to people are: (a) Mary—a poor date, 
versus Marilyn—a good date, (b) teenager— 
probably delinquent, difficult to handle, (c) psy- 


*Professor in the department of psychology at The City 
College of New York. 
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chotic patient—always dangerous, and (d) priest 
—a symbol of good. 


4. Each person using such symbols or stereo- 
typed reactions responds in accordance with his 
own perceptions to any given person or situation. 
He brings different experience to his judgments. 
Example: a farm boy gets claustrophobia in 
New York; the city dweller is lonely in a small 
town. 


5. Because any one person’s responses to a 
given situation are doubtless different from those 
of his fellow men, we should see a strong clue 
to aid the processes of human relations. A 
difficulty recognized is partly alleviated and posi- 
tive steps are then possible. 

The above principles as applied to us in daily 


functioning mean that we must recognize our 
own distortions in perception and understand that 
the other fellow may have a completely different 
view. We must approach his point of view com- 
bining our own creation with a bit of reality, 
and thereby see from another angle. And in 
many cases, if we try to identify the component 
parts and check them individually, we can cor- 
rect the illusion involved when responding to 
the whole. This is difficult because of uncon- 
scious symbols of social acceptance, prestige and 
errors in thinking which enter the process. 

We should accept the fact that each of us, 
by virtue of experience, has biases and errors 
in perception which if recognized can be positive- 
ly dealt with to bring about more satisfying in- 
terpersonal relationships. 


READING BEHAVIOR SIGNS 


THEODORE A. JACKSON, Ph.D.* 
Elizabeth Fuchs, O.T.R., Reporter 


Dr. Jackson told how important it is to realize 
the potential of non-verbal communication. To 
assure full understanding of non-verbal behavior, 
one must have an idea of the role of verbal be- 
havior and its limitations. 


Communication might be defined as the art of 
creating understanding. Non-verbal communica- 
tion facilitates this process by subtle symbolic 
means. To realize the potential of information 
provided at the non-verbal level, it is only neces- 
sary to watch for meaning in facial expressions, in 
gestures, in posture, and in voice inflection and 
choice of words. 

Inherent in our appraisal of others, and in the 
communication they send to us, are the clothes 
chosen and the manner in which they are worn. 
In a home or office, the type of furnishings and 
the method of arrangement are cues we all assim- 
ilate in appraising a situation and its people. 

Activity and inactivity add meaning to words. 
Everything about us has significance for others— 
the slouch of fatigue and the rapid stride of energy. 
Sign language, such as the ‘action of cutting the 
throat’ directed at the umpire in a recent Braves- 
Yankee baseball game, needs no words for inter- 
pretation. 


There is even a language of objects. Their 
presence in a situation contributes to the import 
of words used there. Total communication is 
much richer than mere language and may be much 
more satisfying to the communicants. 

From his experience in working with personnel, 
Dr. Jackson pointed out that in interviewing men 
for promotion it is necessary to remember four 
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things: (1) A goal must be set for the inter- 
view. (2) The interview must be an unhurried 
process, and the interviewer must put the inter- 
viewee at ease. (3) Full communication requires 
careful observation. (4) The interviewer's own 
motivations must not obscure the goals of the 
interview. 


Aids to good communication include rephras- 
ing the interviewee’s thoughts, and confirming 
intuitive deductions from non-verbal clues by 
verbal questions when it will facilitate reach- 
ing the goal of the interview. 


In reference to the handicapped child, Dr. 
Jackson said it is necessary to communicate, non- 
verbally, to the child your acceptance and under- 
standing of him as an individual. A goal for 
the therapist, working with handicapped chil- 
dren, often involves helping them change their 
idea of themselves. 


Dr. Jackson concluded by saying, “The value 
of reading behavior signs might be stated as 
follows. It may serve as a check on the extent 
to which our verbal communication is being 
received and understood. To do this, it is neces- 
sary to make careful observation of signs of 
understanding—they may be positive or nega- 
tive. Behavior signs are not in themselves a 
separate and distinct language system, but a 
careful reading of them, plus a_ willingness 
to take them into account, can greatly expand 
one’s total communicative skills.” 


*Director of the psychological division at Stevenson, 
Jordan & Harrison, Inc., firm of industrial engineers, New 
York City. 
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LESS TENSE BY MORE QUIET 


H. V. MUNCHHAUSEN* 
Harriet Tiebel, O.T.R., Reporter 


Mr. Munchhausen stressed the importance of a 
proper environment for communication, something 
that we all know about but seldom fully consider. 
Proper environment, essentially, is a feeling of 
being comfortable. A room must be friendly, 
never harsh, with good light and ventilation. 


Occupational therapists should insist that their 
working areas be improved in all environmental 
aspects, including soundproofing. In a hospital, 
where draperies and carpets cannot be used, acous- 
tical tile on the ceiling usually is the only sound- 
proofing permissible. For easy cleaning, some 


types can be covered with film. Soundproof doors 
also can be used, and functional sound absorbers, 
suspended from the ceiling, can be placed around 
machinery. 

Mr. Munchhausen demonstrated the difference 
between a room with good acoustical properties 
and one without. Voices were more pleasing, less 
harsh in the room with an acoustical tile ceiling, 
and outside noises less disturbing. 


*Consultant and designer in architectural acoustics, 
president of Munchhausen Soundproofing Co., Inc., New 
York City. 


BRAINW ASHING 


ALBERT B. BIDERMAN* 
Nan Chalon, O.T.R., Reporter 


Mr. Biderman defined brainwashing as a term 
which has been applied to certain specific prac- 
tices prevalent in Communist countries, particu- 
larly Communist China. The term has acquired 
many connotations, however, and is coming to 
be used popularly to refer to almost any attempt 
at influence and persuasion to people against their 
will in an attempt to bring about a basic change. 
He summarized available information on Chinese 
Communist practices to which the term has been 
applied specifically as the extortion of false con- 
fessions, political indoctrination, and coercive in- 
terrogation. Particular attention was given to 
the experiences of American prisoners of the 
Chinese Communists, since it was events of the 
Korean War which brought “brainwashing” to 


the focus of public attention. Tape recorded com- 
ments by former prisoners of the Chinese were 
used to illustrate some of the points. 

Questions were raised concerning the broader 
connotations of the term and regarding the extent 
and limits of human manipulatability. Discus- 
sion by the group was oriented around what 
information and advice might be given to a 
dictionary editor regarding entries for this new 
word. The problem of avoiding confusion and 
mystification in uses of the term was considered, 
and the relation of “brainwashing” to older terms 
which would be involved in cross-referencing 
was touched upon. 


*Bureau of Social Science Research, Inc., Washington, 


LEADERSHIP TECHNIQUES IN SOCIAL RECREATION 


RICHARD KRAUS, Ed.D.* 


The purpose of this workshop is to demon- 
strate—through group participation—a number 
of games, dances and dramatic activities which 
are suitable for working with patients of various 
types. Obviously, all activities presented will not 
be useful for all categories of patients. However 
most are widely applicable. In developing a so- 
cial recreation program, the following points must 
be kept in mind: 
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Selection. Each activity must be chosen after 
careful consideration of the needs, interests, abili- 
ties and limitations of the patients. Factors to be 
considered here may include age, previous exper- 
ience, numbers involved, sex ratio, physical or 


*Associate professor in the department of health edu- 
cation, physical education and recreation, Teachers College, 
Columbia University. 
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emotional disability, facilities and equipment, and 
the leader’s skill. 


Preparation. The leader should prepare a ten- 
tative plan of activities to be done, although 
this is viewed flexibly and may be changed on 
the spot. All equipment or special materials 
should be at hand and ready to use. 


Presentation. The success of such activities de- 
pends in large measure on the enthusiasm, 
warmth, sensitivity and teaching effectiveness of 


the leader. He must be deeply concerned with 
the social climate, and with the nature of the 
group experience for each participant. The ac- 
tivity must provide a feeling of achievement, 
acceptance and challenge, where possible. 


Sources. The activities to be demonstrated are 
all drawn from three books by the workshop 
leader: Square Dances of Today, Ronald Press, 
1950; Recreation Leader's Handbook, McGraw- 
Hill, 1955; and Play Activities for Boys and 
Girls, McGraw-Hill, 1957. 


COMMITTEES 


Additions and revisions of AOTA committees 
as listed in the American Journal of Occupational 


Therapy, Vol. XIII, 3 (1959) page 147 are as 
follows: 


REGISTRATION COMMITTEE 


Virginia Kilburn, O.T.R., Chairman 
American Occupational Therapy Association 
250 West 57 Street 
New York 19, N. Y. 


Active Members 


Margaret Bishop, O.T.R., Philadelphia, Pa. 
Mary Fiorentino, O.T.R., Newington, Conn. 
Tena Goldstein, O.T.R., Philadelphia, Pa. 

Lt. Col. Myra McDaniel, AMSC, Arlington, Va. 
M. Arlene Mellinger, O.T.R., Albany, N. Y. 
Nina Peissachowitz, O.T.R., New York City 
William Rosch, O.T.R., Brooklyn, N.Y. 

Mildred Schwagmeyer, O.T.R., Newark, N. J. 
Ruth Smiley, O.T.R., Greenwich, Conn. 

Lt. Marilyn Trainer, AMSC, Phoenixville, Pa. 


Consultants 


Hyman Brandt, Ph.D., New York City 

Ruth Brunyate, O.T.R., Towson, Md. 

Marjorie Fish, O.T.R., New York City 

Marie Louise Franciscus, O.T.R., New York City 

Mrs. Claire S. Glasser, O.T.R., Long Island City, 
N. Y. 

Mary Frances Heermans, O.T.R., Chicago, IIl. 

Martha E. Matthews, O.T.R., St. Louis, Mo. 

Mrs, Lucy W. Nagy, O.T.R., Utica, Mich. 

Clare S. Spackman, O.T.R., Philadelphia, Pa. 

Wilma L. West, O.T.R., Rochester, N.Y. 

Helen S. Willard, O.T.R., Philadelphia, Pa. 


The listing of the Committee on Curriculum 
should be revised to include all directors of AMA 
approved schools as members. 


The address for the chairman of the Recogni- 
tion Committee should read as follows: 


Marion Crampton, O.T.R., Chairman 
109 Bartlett Avenue 
Arlington 74, Mass. 
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Calendar of Events 


August 20-September 5, 1959 
Annual Meeting of the 
World Federation for Mental Health 
Barcelona, Spain 


September 6-12, 1959 
World Confederation for Physical Therapy 
Paris, France 


October 16-23, 1959 
Annual Conference of the 
American Occupational Therapy Association 
Hotel Morrison 
Chicago, Illinois 


November 30-December 2, 1959 
Annual Meeting 
American Academy for Cerebral Palsy 
Hotel Statler 
Los Angeles, California 


August, 1960 
International Congress of Physical Medicine 
Washington, D. C. 


August 28-September 2, 1960 
World Congress International Society for the 
Welfare of Cripples 
New York City 


September, 1960 
World Federation for Occupational Therapists 
Council 
Australia 
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THE 1959 OCCUPATIONAL THERAPY CONFERENCE 
MORRISON HOTEL 


OCTOBER 15-23 


Chicago will always remain the transportation hub of the continent. It is 
served by 19 major railroad trunklines. As a principal aviation center, it 
has O'Hare International Airport. More recently, it has become a focal 
point of the St. Lawrence Seaway. 


Historically, Chicago was the fabled stopping off place for red-skinned war 
parties traveling the Great Lakes. Later it became the camping ground for 
early explorers and missionaries. 


Industry found in Chicago includes worked metal products, commercial 
printing, meat and meat packing, telephone products, cosmetics and soap, 
radio and television apparatus, and many other kinds of goods. 


Cultural institutions in this area are very famous. Among these are the 
Chicago Natural History Museum, Art Institute, Adler Planetarium, Shedd 
Aquarium, Midwest Stock Exchange, Chicago Academy of Sciences. 


Area development by the Chicago Planning Commission has developed 
Chicago into a natural all-year playground. Everything and anything for 
the most varied or exacting tastes can be found. 


Great strides have been made in recent years in the development of Chicago 
as a medical center. The Medical Center on the west side of the city 
includes such institutions as the University of Illinois Colleges of Medicine, 
Dentistry, and Pharmacy, the recently expanded Presbyterian-St. Luke’s 
Hospital, and the national office of the National Society for Crippled 
Children and Adults. 


Offering all this diversity for your pleasure and edification, Chicago will 
welcome all occupational therapists in October. Don’t forget to pre-register 
and assure yourself of a place. 
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Forty Second Aunual Couference 


American Occupational Therapy Association 


October 15 to 23, 1959 
Hotel Morrison 


Chicago, Illinois 


General “Theme 
BEHAVIORAL ASPECTS OF DISABILITY 


Pre-Conference Meetings 


Thursday, October: 15 


Program 


Council on education* -................... 2:00 p.m.- 6:00 


Sub-group curriculum committee*.. 7:00 p.m.-10:00 


Friday, October 16 


Joint education committee .............. 9:00 a.m.-10: 


Student affiliations committee ........ 10:30 a.m.-10:00 


Curriculum committee* 


Executive committee* -.................... 2:30 p.m.- 5:30 
Legislative and civil service 
Saturday, October 17 
House of Delegates ........................ 9:00 a.m.-10:00 
Graduate study committee -............. 9:00 a.m.- 4:00 
International committee -............... 9:00 a.m.-12:00 


Permanent conference committee ..10:00 a.m.-12:00 


Editorial staff, AJOT .................... 1:00 p.m.- 4: 
Council on education* 
Special projects fund committee 
Committee to revise manual on 

Organization and Administration 


6:00 p.m.-10:00 
7:00 p.m.-10:00 


Committee for recognition of OT 

Sunday, October 18 

Board of Management*  ................ 9:00 a.m.-10:00 
Committee to revise the manual...... 2:00 p.m.- 4:00 
Clinical procedures committee ...... 2:00 p.m.-10:00 
Special studies committee .............. 7:00 p.m.-10:00 
Recruitment and publicity committee 7:00 p.m.-10:00 
Joint education committee 

(RPSA Form) 7:00 p.m.-10:00 
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p.m. 
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Conference Program 


Monday, October 19 


Registration 8:00 a.m.- 4:00 p.m. 
ROTA cobte: Neer: 9:00 a.m.- 9:45 a.m, 
Invocation 
Welcome 


Annual business meeting 
Recognition of delegates 
Annual reports 
Role of the O.T.R. as a member of AOTA 


AfternOOn S€SSION 2200 p.m.- 3:30 p.m. 
Keynote address: Dean W. Roberts, M.D., executive 
director, National Society for Crippled Children and 


Adults 
Grand opening and tour of exhibits................ 4:00 p.m. 
World Federation of Occupational 
Recognitions committee* -............... 7:00 p.m.-10:00 p.m, 


Polio respiratory group .................. 7:00 p.m.-10:00 p.m. 


Tuesday, October 20 


10:00 a.m.- 6:00 p.m. 
School ‘heedkefast 8:00 a. m.- 9:30 a.m, 


“Legal Aspects in Occupational 
9:45 a.m.-10:45 a.m. 


Charles U. Letourneau, M.D., director, program in 
hospital administration, Northwestern University, 
Chicago. 

G. Margaret Gleave, O.T.R., executive director, 
Curative Workshop, Racine, Wisconsin. 

“Growth, Occupation and Treatment 

Julius B. Richmond, M.D., professor of pediatrics 
and chairman of the department, State University 
of New York, College of Medicine, Syracuse. 
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Evening session 


Afternoon Sessions 2:00 p.m.- 5:00 p.m. 


Treatment procedure clinics. All topics will be pre- 
sented three times (at 2:00, 3:00 and 4:00 p.m.) per- 
mitting registrants to attend three different clinics. 


“Re-inforcing Reality.” Harold M. Visotsky, M.D., 
assistant professor of psychiatry and consultant to 
the Respiratory Center, University of Illinois College 
of Medicine and Hospitals. 


“Some Aspects of Motor Behavior of Adult Hemi- 
plegic Patients and the Application to Occupational 
Therapy.” Signe Brunnstrom, P.T., M.A., instructor, 
professional courses for occupational and_ physical 
therapy, College of Physicians and Surgeons, Colum- 
bia University, New York City. 


“Treatment Procedures in Home Service.” Anne 
M. Gralewicz, O.T.R., supervisor of home service 
department, Curative Workshop of Milwaukee, Wis- 
consin. 


“Hand Splinting”’ John H. Schneewind, M.D., 
clinical assistant professor of surgery, chief of emer- 
gency service, and Patricia A. Tiernan, O.T.R., in- 
structor and supervisor, medicine and surgery OT, 
University of Illinois, College of Medicine and Hos- 
pitals, Chicago. 


“Motivation: Its Psychodynamics and Function in 
Occupational Therapy.” Alfred Solomon, M.D., 
clinical associate professor of psychiatry, University 
of Illinois College of Medicine, and attending psy- 
chiatrist, Presbyterian-St. Luke’s Hospital. 


“Physiological Approach to the Regulation of Activ- 
ity.’ Edward E. Gordon, M.D., director, depart- 
ment of physical medicine, Michael Reese Hospital, 
Chicago, clinical associate professor, University of 
Illinois College of Medicine, and Janet M. Ander- 
son, O.T.R., supervisor of OT, Michael Reese Hos- 
pital. 


“Programming for the Retardate.” Russell Ander- 
son, O.T.R., chief occupational therapist, Polk State 
School, Polk, Pennsylvania. 


“Utilization of Psychological Tests for Psychiatric 
Patients.” Roy Brener, Ph.D., chief of psychological 
service, and Constance Hallgren, staff OT, Veterans 
Administration Hospital, Hines, Illinois. 


“Treatment of Mastectomies and Other Chest Sur- 
gery.” Lt. Janet Werner, AMSC, O.T.R., in charge 
of student training, Walter Reed Army Hospital, 
Washington, D.C. 


“Assistive Devices for ADL.” Muriel Zimmermen, 
O.T.R., supervisor of special services, Institute of 
Physical Medicine and Rehabilitation, New York 
City. 


8:00 p.m.-10:00 p.m. 


“Attitudes Toward the Rehabilitation of the Dis- 
abled.” Program to be co-sponsored by the AOTA 
and World Mental Health Organization in recog- 
nition of World Mental Health year. William 
Gellman, Ph.D., director, Jewish Vocational Service, 
Chicago, and Mottram Torre, M.D., assistant di- 
rector, World Federation for Mental Health, New 
York, and George Barr, President, G. Barr & Co., 
Chicago. 


Wednesday, October 21 


9:00 a.m.-12:00 m. 


TREATMENT PROCEDURE CLINICS. All 
topics will be presented three times (at 9:00, 10:00 
and 11:00 a.m.) permitting registrants to attend 
three different clinics. 


“Medical Specialist and Speech Pathologist Look 
at Occupational Therapy with the Neurologically 
Damaged Child.” Harold Westlake, Ph.D., head 
of department of communicative disorders, North- 
western University Medical School; and Meyer 
Perlstein, M.D., professor of pediatrics, Cook 
County Post-graduate School of Medicine, associ- 
ate professor, Northwestern University Medical 
School, chief of children’s neurological service, 
Cook County Hospital, Chicago. 


“The Social Field Around the Hospitalized Pa- 
tient.’ Gail Fidler, O.T.R., consulting OT and 
instructor, professional courses for occupational 
and physical therapy, College of Physicians and 
Surgeons, Columbia University, New York City. 
“Program Planning for the Emotionally Dis- 
turbed Child.’ Edith M. Maeda, O.T.R., chil- 
dren’s_ research, National Institute of Mental 
Health, Bethesda, Md. 


“Vocational Analysis of the Disabled.” Simon 
Friedman, M.S., assistant director, Jewish Voca- 
tional Service. 


“Workshop Techniques for Vocational Evalua- 
tion.” Edward Goldman, M.A., director of vo- 
cational adjustment center, Jewish Vocational 
Service. 


“Changes in the Client as a Result of a Work- 
shop Program.” Walter Neff, Ph.D., chief psy- 
chologist, Jewish Vocational Service. 


“Prosthetic Training for Upper Extremity Am- 
putee.” Speaker to be announced. 


Programming for the Aging.” John A. Hackley, 
supervisor of rehabilitation education service, Illi- 
nois Public Aid Commission, Peoria. 


“Utilization of Developmental Tests.” Carol 
Schad, O.T.R., instructor and supervisor of pedi- 
atric OT, University of Illinois College of Medi- 
cine and Hospitals, Chicago. 


“Demonstration of the Association of Language 
and Occupational Therapy.” Joseph M. Wepman, 
Ph.D., director of educational psychology, assist- 
ant professor of psychology and surgery, Univer- 
sity of Chicago, Doris Van Pelt, chief research 
assistant, and Alvin G. Burstein, associate of Dr. 
Wepman. 


“Utilization of Psychological Evaluation in Treat- 
ment of the Physically Disabled.” Wilma Inskip, 
Ph.D., director of aphasia program, and Mar- 
cella Shipton, O.T.R., supervisor of OT neurology 
clinic, Veterans Administration Hospital, Hines, 
Illinois. 


“Non-Verbal Communication.” H. Dwyer Dun- 
don, M.A., O.T.R., assistant professor of psychi- 
atric OT, University of Nebraska School of Medi- 
cine, and chief of OT section, Nebraska Psychi- 
atric Institute, Omaha, Nebraska. 


AJOT, XIII, 4, Part 2, 1959 


\ruage 
-pman, 

assist- 
'niver- 
»search 
»f Dr. 


Treat- 
Inskip, 
Mar- 
irology 
Hines, 


Dun- 
psychi- 
Medi- 
Psychi- 


, 1959 


“Treatment of the Adolescent; Some Psychological 
Aspects” . 2:00 p.m.- 3:00 p.m. 
Irene Joselyn, M.D., medical director, Institute 

for Psychoanalysis, Chicago. 

Eleanor Clarke Slagle Lecture 3:15 p.m.- 4:15 p.m. 
Lillian Wegg, O.T.R., supervisor of work sam- 
pling, May T. Morrison Rehabilitation Center, 
San Francisco, Calif, 

Speaker: Morris Fishbein, M.D., professor emeritus, 
University of Chicago and University of Illinois 
Colleges of Medicine, member of the general ad- 
visory committee and the committee on_profes- 
sional education and publications of the National 
Foundation. 


Thursday, October 22 


Morning session 


“Psychological Aspects of Disaster 
9:00 a.m.- 9:45 a.m. 
Colonel Albert J. Glass, M.D., chief psychiatry 
consultant, Office of the Surgeon General, Depart- 
ment of the Army. 

“Role of the Occupational Therapist in Natural Dis- 
aster Situations .................... 9:45 a.m.-10:15 a.m. 
Lt. Colonel Myra McDaniel, O.T.R., chief of oc- 
cupational therapy section, Army Medical Special- 
ists Corps, Office of the Surgeon General, Depart- 
ment of the Army. 

“Behavioral Aspects in the Treatment of the Aging” 

10:15 a.m.-11:15 a.m. 

Maurice Linden, M.D., director, division of men- 

tal health, Department of Public Health, Phila- 

delphia, and Philadelphia regional director, Com- 
monwealth Mental Health Center. 

Af 1:00 p.m.- 3:30 p.m. 

“Strategy of Research as a Social Enterprise” 

1:00 p.m.- 2:00 p.m. 
O. Hobart Mowrer, Ph.D., research professor of 
psychology, University of Illinois, Urbana. 

“Potential Scientific Basis of Occupational Therapy” 

2:00 p.m.- 2:30 p.m. 
Mary Reilly, M.A., O.T.R., coordinator of grad- 
uate program, University of Southern California, 
Los Angeles. 
Presentation of current research projects 
2:30 p.m.- 3:30 p.m. 
Board of Management* ........ 4:30 p.m.- 7:30 p.m. 
Evening session 


Veterans Administration Group 7:00 p.m.-10:00 p.m. 


Friday, October 23 


Field trips to OT departments in Chicago 
Joint meeting, Board of Management 


and House of Delegates ............ 9:00 a.m.- 1:00 p.m. 
House of. Delegates ......................-. 2:00 p.m.- 3:00 p.m. 


Saturday, October 24 


Medical Advisory Council* .......... 10:00 a.m.- 4:00 p.m. 


*All meetings are open to the membership except those 
starred. 
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Joseph M. Wepman, 
Ph.D., is the associate 
professor of psychology 
and surgery and the di- 
rector of the Speech 
and Language Clinic at 
the University of Chi- 
cago. Dr. Wepman 
graduated from Wes- 
tern Michigan College 
of Education and ob- 
tained his Ph.M. from 
the University of Wis- 
consin and his Ph.D. from the University of 
Chicago. 


Joseph M. Wepman, Ph.D. 


In addition to his present work at the Univer- 
sity of Chicago, he is also a consultant in psy- 
chology for the Veterans Administration. From 
1943-1946 he was the research psychologist and 
director of the aphasia center at DeWitt and Let- 
terman General Hospitals. He is also an associ- 
ate editor of the Journal of Speech and Hearing 
Disorders. 


He is a member of the American Psychologi- 
cal Association, a Diplomate in clinical psycholo- 
gy, American Board of Professional Examiners 
in Psychology, and a member of the United 
States committee of the International Society for 
the Welfare of Cripples. 


Among recent articles which Dr. Wepman has 
written are the following: “Aphasia and the 
“Whole Person’ Concept,” American Archives of 
Rehabilitation Therapy; “The Relationship be- 
tween Self-Correction and Recovery from Apha- 
sia,” J. of Speech and Hearing Disorders; and 
“A Psycholinguistic Study of Aphasia,” J. of 
Speech and Hearing Disorders. 


Dr. Meyer A. Perl- 
stein, pediatrician and 
recognized authority on © 
cerebral palsy, is chief 
of the Children’s Neur- 
ology Service, Cook 
County Hospital, and 
counselor in pediatrics 
to the National Society 
for Crippled Children 
and Adults, the Easter 
Seal Society. 

Dr. Perlstein, who is 
a founding member and 
past president of the 
American Academy for 


Dr. Meyer A. Perlstein 
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Cerebral Palsy, attended the University of Chi- 
cago and received his medical degree from Rush 
Medical College. He served his internship at 
Cook County Hospital, Chicago. 


Dr. Perlstein’s activities in the medical field 
include: consultant to the division of services for 
crippled children of the University of Illinois. 
He is consultant on cerebral palsy to the Chil- 
dren’s Bureau. 


Dr. Perlstein is a member of the pediatric 
staff of Cook County and of Michael Reese Hos- 
pitals in Chicago. He is also associate profes- 
sor of pediatrics at Northwestern University. 


He is the author of numerous medical papers, 
including articles on cerebral palsy. Among these 
was the popular booklet, “The Problem of Cere- 
bral Palsy Today,” published by the Association 
for the Aid of Crippled Children and distributed 
by the National Society for Crippled Children 
and Adults. 


As a member of the 
Armed Forces since 
June of 1941, Colonel 
Glass has had many as- 
signments in the area 
of neuropsychiatry. 
Since September of 
1956, he has been chief 
psychiatry and neurolo- 
gy consultant for the 
Office of the Surgeon 
General, Department 
of the Army, Washing- 
ton, D. C. 


Col. Albert J. Glass 


A brief list of articles which he has written 
follows: 


“An Attempt to Predict Probable Combat Ef- 
fectiveness by Brief Psychiatric Examination,” The 
American Journal of Psychiatry; Vol. 106, No. 2, 
August, 1949. 


“Psychotherapy in the Combat Zone,” The 
American Journal of Psychiatry, Vol. 110, No. 
10, April, 1954. 


“Combat Psychiatry and Civilian Medical Prac- 
tice,” Transaction and Studies of the College of 
Physicians of Philadelphia, 4 Ser., Vol. 23, No. 1, 
June, 1955. 


“Principles of Combat Psychiatry,” Military 
Medicine, Vol. 117, No. 1, July, 1955. 
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Harold Westlake, 
Ph.D. is head of the 
department of speech 
correction and audiolo- 
gy at Northwestern 
University, Evanston, 
Illinois, where he also 
directs the Speech and 
Hearing Clinic. 

A native of Michi- 
gan, Dr. Westlake re- 
ceived his B.A. degree 
from the Michigan 
State Normal College 
and both his M.A. and 
Ph.D. degrees from the 
University of Michigan. He is‘'a member of Pi 
Kappa Phi and Pi Sigma. 


Harold Westlake, Ph.D. 


From 1940 to 1943, prior to assuming his 
duties at Northwestern, Dr. Westlake taught at 
the Pennsylvania State College and was the 
speech and hearing advisor to the Department of 
Special Education in that state. 


The author of numerous articles on speech 
and hearing, Dr. Westlake is a Fellow of the 
American Speech and Hearing Association, an 
honorary member of the American Academy for 
Cerebral Palsy, a former Rotarian, and a mem- 
ber of the Council for Exceptional Children. 


* * * 
A graduate of Har- (90S 
vard University and 
Tufts College, Medical @& 
School, Dr. Gordon is 
at. present the director 
of the physical medi- 
cine department of Mi- 
chael Reese Hospital, 
Chicago, and the clini- 
cal associate professor, 
department of physical 
medicine and _ rehabili- 
tation, Illinois Univer- 
sity Medical School. 

Dr. Gordon has written many articles covering 
such areas as multiple sclerosis, tuberculosis, am- 
putees, and energy costs of activities. He was 
the author of the chapter on “Occupational Ther- 
apy in Amputees” in the book entitled “Occupa- 
tional Therapy,” edited by Dunton and Licht. 
His most recent article is “Rehabilitation of the 
Cardiac Patient,’ The Heart Bulletin (Am. Heart 
Assn.) (to be published). 

He is a member of the American Medical As- 
sociation, American Congress of Physical Medi- 
cine, American Rheumatism Association, chair- 
man of the rehabilitation committee, Chicago 
Heart Association, and a member of the medical 
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advisory committee of the Chicago Multiple Scler- 
osis Society and the Chicago Chapter of the Na- 
tional Foundation. 


* * * 


Harold M. Visotsky, M.D., graduated from the 
University of Illinois Medical College and was 
a Fellow of the National Foundation for two 
years. At present he is an assistant professor of 
psychiatry at the University of Illinois College of 
Medicine, Department of Psychiatry, and the co- 
ordinator of psychiatric residency training for the 
University of Illinois, as well as chief of female 
services at the Chicago State Hospital. 


He is a Diplomate of the American Board of 
Psychiatry and Neurology, a member of the 
American Psychiatric Association, and the Amer- 
ican Medical Association. 


* * * 


Signe Brunnstrom, M.A., P.T., is at present 
an instructor of professional courses for occupa- 
tional and physical therapists at the College of 
Physicians and Surgeons, Columbia University, 
New York City. 


A graduate of Upsala College in Upsala, Swe- 
den, and the Royal Gymnastic Central Institute 
in Stockholm (physical education and physical 
therapy), she is well known in the United States 
for her many articles on various phases of re- 
habilitation. Miss Brunnstrom received her M.A. 
from the school of education at New York Uni- 
versity. 


Her experience in research has been rich and 
varied and includes clinical research on hemi- 
plegia at the Burke Foundation, White Plains, 
N.Y., and at the Institute of Physical Medicine 
and Rehabilitation, New York University, Belle- 
vue Medical Center, New York City. 


OCCUPATIONAL THERAPY DEPARTMENTS 
IN CHICAGO AND ITS SUBURBS 


Chicago 


Catherine Booth Hospital, 426 W. Wisconsin 

Chicago State Hospital, 6500 W. Irving Park Rd. 

Chicago State T.B. San., 1919 W. Taylor St. 

Children’s Memorial Hospital, 707 W. Fullerton 

Church Home for Aged, 5445 Ingleside 

Cook Co. General Hospital, 1825 W. Harrison 

Drexel Home for Aged, 6140 S. Drexel 

Illinois Children’s Hospital School, 2551 N. Clark St. 

Liberty Mutual’s Rehab. Center, 9 S. Wacker Dr. 

LaRabida Jackson Park Sanitarium, E. 65th St. and 
South Shore Dr. 
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Mercy Hospital, 2537 S. Prairie 

Metropolitan Unit, Illinois Association for the Crip- 
pled, Inc., 116 S. Michigan 

Michael Reese Hospital, E. 29th St. and Ellis 

Mt. Sinai Hospital, 2750 W. 15th Pl. 

Municipal T. B. San., 560 N. Pulaski Rd. 

Old People’s Home, +724 Vincennes Ave. 

Orthodox Jewish Home for Aged, 1648 S. Albany 

Parkview Home, 1401 N. California 

Presbyterian-St. Luke’s Hospital, 1753 W. Congress 

Ravenswood Rehab. Center, 1923 Montrose Ave. 

Rehabilitation Institute of Chicago, 401 E. Ohio 

Rest Haven Rehab. Hospital, 1401 S. California 

St. Luke’s Hospital, 1439 S. Michigan Ave. 

Swedish Covenant Hospital, 5145 N, California 

University of Chicago Clinics, 950 E. 59th St. 

University of Illinois, 1853 W. Polk St. 

V.A. Hospital (West Side), 2030 W. Taylor St. 

V.A. Hospital, Research, 333 Huron St. 

Wesley Memorial Hospital, 250 E. Superior St. 


Berwyn 


Municipal T. B. San., N. Riverside Branch, 7501 W. 
Cermak Rd. 


Cicero 


J. Sterling Morton High School, Orthopaedic Depart- 
ment, 2423 S. Austin. 


Downey 
V.A. Hospital 
Evanston 
Evanston Hospital Association, 2650 Ridge Ave. 
Haven School, Dist. 65, Lincoln and Prairie 
King Home for Old Men, 1555 Oak St. 
Presbyterian Home, 3200 W. Grant St. 
Great Lakes 
U.S. Naval Hospital, No. 13° 
Highland Park 
Highland Park Hosp. Foundation, 718 Glenview 
Hines 
V.A. Hospital 
Hinsdale 


Suburban Cook Co., T.B. San., 55th and County Line 
Road 


Oak Forest 


Oak Forest T. B. Hospital, 159th and Cicero 
Oak Forest Infirmary, 15900 S. Cicero 


Villa Park 
Easter Seal Center, 706 Park Blvd. 


Winnetka 
North Shore Hospital, 225 Sheridan Road 


Field trips to some of these occupational ther- 
apy departments will be arranged for Friday, 
October 23rd. 
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REHABILITATION CENTER PLANNING. F. Cuth- 
bert and Christine F, Salmon, University Park: Penn. 
State Univ. Press, 1959, $12.50, 161 pp. 


A detailed, beautifully illustrated book that should 
be consulted by any staff considering building or re- 
modeling a rehabilitation unit or center. Especially valu- 
able is the amount of space estimated for every type of 
equipment, including adaptations for wheelchair patients. 
Even included is parking space estimates for wheelchair 
patients using cars. 

The numerous floor plans are blocked off in squares, 
each square equivalent to four feet except where indi- 
cated. Also included are height and overall dimensions. 
A truly excellent book for activity planning. 


THE TREATMENT AND PREVENTION OF READ- 
ING PROBLEMS. Carl H. Delacato, Ed.D. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1959, 
$4.50. 


The author proposes that establishing neurological 
unilaterality negates the need for remedial reading or 
achieves greater success in language development. His 
studies show that even when encephalogram reports are 
normal, posturalized positioning, unilateral activities and 
no tonal activities (because they are in the subdomi- 
nant side) establish a dominant unilaterality that makes 
a marked improvement in language and reading achieve- 
ment. 


It is an interesting theory that should certainly be 
studied and one in which occupational therapy can 
make a definite contribution. 


HOSPITALS AND NURSING HOMES ORGANIZED 
FOR THE AGED. The Modern Hospital, April, 1959. 


This is a very interesting and well-illustrated group 
of articles by several different authors describing some 
of the newer developments and problems in the care 
of the chronically ill and aged. The first section is 
entitled “Self-Reliance is Part of the Plan for Long-term 
Care,” by Louis Allen Abramson. It describes the Beth 
Abraham Home in Bronx, N. Y., where a new wing con- 
taining a very well-equipped, 2000 square foot occupational 
therapy unit and adjacent 8000 feet paved and land- 
scaped courtyard have been added. This is followed by 
“Interior Design is the Intermediary Between the Staff, 
the Trustees, and Patients,” by Emily Malino. She tells 
how the use of vinyl for upholstery and wall covering 
was the answer to the practical problems of the nurs- 
ing home maintenance. A_ scction on “Long-Term 
Units Put Accent on Living” illustrates, with floor 
plans and photographs, a number of outstanding geriatric 
units in various parts of the country. 

The article on “Rehabilitation Program is Education 
for Living,” by Jane Barton, is of greater interest 
to occupational therapists. It describes a rehabilitation 
education service in Illinois, providing a consultation 
service, training and follow-up for nursing homes at 
the request of the administrator. A team made up of a 
rehabilitation nurse and an occupational therapist gathers 
data on (1) the needs of the patients, (2) how needs 
can be met by existing staff, local physicians and com- 
munity agencies, (3) what kind of training program 
can be developed, (4) what teaching materials are 
needed. Pilot programs have been started, with simple 
activities of daily living as the first objective. Resist- 


ance on the part of older personne] is a problem, since 
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it takes more time and patience to help a patient do 
things for himself than to do it for him. Class  ses- 
sions are given for staff and family members, five 
days a week for five or six weeks. The consultants 
make follow-up visits, first weekly then monthly. The 
homes must gain the cooperation of the local physicians 
in prescribing specific orders as to the type, frequency 
and precautions of treatment. In spite of the problems 
involved, the program is paying off in a change in 
patient attitude in the homes from hopelessness to use- 
fulness. 
A. Genevieve Anderson, O.T.R. 


SITUATIONAL SPEECH THERAPY FOR RETARD- 
ED CEREBRAL PALSIED CHILDREN. William 
H. Plotkin, Ph.D. Journal of Speech and Hearing 
Disorders, 24:1 (February) 1959, 


This is a short article describing a method that has 
been successful in developing speech in the retarded 
cerebral palsied child. Because of these children’s mental 
as well as physical handicaps, the individual speech 
lesson is not effective as there is no carry-over from one 
lesson to another. Instead the therapist works with the 
children while they attend the various classes in the 
day-school. During play or roll-call, the roving thera- 
pist urges a verbal response from the children so that 
each learns the various sounds connected with the ac- 
tivity and is motivated to the maximum. This is an in- 
teresting article for occupational therapists as it can 
give them ideas on how to encourage speech in this 
type of child. 

—Adaline J. Plank, O.T.R. 


REHABILITATION IN TURKEY. Willis C. Gorthy. 
Journal of Rehabilitation, 25:1 (January-February) 
1959, 


This is a report of a study made by a team repre- 
senting the United Nations, the World Health Organi- 
zation and the International Labor Office, and sponsored 
by the Turkish Government. 

The article discusses existing health services for in- 
sured workers in Turkey and that country’s lack of 
rehabilitation facilities. Recommendations were made 
by the visiting team for the establishment of a compre- 
hensive rehabilitation center to serve as a demonstration 
project and as a training center for personnel. The 
recommendations were accepted by the Workers Insurance 
Institution of the Ministry of Labor, with indication 
that immediate steps will be taken toward the provision 
of an effective operating facility capable of bringing 
Western rehabilitation methods to the disabled of Tur- 
key. 

—Martha Norris, O.T.R. 


FORCIBLE DETENTION OF PATIENTS WITH AC- 
TIVE TUBERCULOSIS. Robert Glass, M.D. Public 
Health Reports, 74:5, 1959. 


The forcible detention of recalcitrant male patients 
with pulmonary tuberculosis who were a danger to 
public health has proved advisable in New York City. 
Preparations for expansion of the program are being 
made, 

Detention is not instituted until all other means 
of enlisting voluntary cooperation have failed. During 
the forced hospitalization, every effort is made to 
“educate the patients about their condition and its clini- 
cal and public health aspects. The forced adherence 
to strict hospital rules contributed to the value of medi- 
cal treatment. 
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THE RELATIONSHIP BETWEEN SELF-CORREC- 
TION AND RECOVERY FROM APHASIA. Joseph 
M. Wepman, Ph.D. Journal of Speech and Hearing 
Disorders, 23:3 (August) 1958. 


Almost every adult aphasic patient lacks to some 
extent the ability to recognize and to correct his own 
errors in speech. No matter at what level he begins 
speech therapy, his progress in reaching higher levels 
is a good indicator of his prognosis in language. The 
faster he gains the capacity to self-correct, the closer he 
will come to spontaneous speech. An eight- point scale 
of levels in this ability is presented. 


—Adaline J. Plank, O.T.R. 


ROLE OF PERSONALITY TRAITS IN REHABILI- 
TATION PROBLEMS. Manuel D. Zane, M.D. 
Archives of Physical Medicine and Rehabilitation, 
40:5, 1959, 


Patients’ reaction to stress may work adversely in the, 


cure of physical disabilities. Psychiatric help in under- 
standing these stress effects greatly improves the results 
of physical treatment. The theories expounded are de- 
fined in ten case studies. 


AN ANALYSIS OF MUSCLE ACTION AND JOINT 
EXCURSION DURING EXERCISE ON A STA- 
TIONARY BICYCLE. S. J. Houtz, M.S., R.P.T., and 
Frederick J. Fischer, M.D., The Journal of Bone and 
Joint Surgery, 41-A: 1 (January) 1959. 


The intention of the authors of this article is to 
demonstrate experimentally the rationale of the thera- 
peutic use of the stationary bicycle in treatment of lower 
extremity injuries and surgical conditions. The subjects 
of the investigation were three individuals of different 
heights and weights. 

The series of experiments were performed with the 
bicycle seat at the lowest possible position and then 
with the seat elevated four inches, A small fish scale 
was incorporated in a_ braking mechanism in order 
to repeat exactly the amount of resistance against 
which the subject worked. Muscle action potentials 
were picked up by skin electrodes and recorded on 
a Dynograph. Motion pictures were made, magnified 
and the figure outlines reproduced exactly as line draw- 
ings. These, accompanied by summary charts, appear 
in the article to demonstrate joint excursion in hip, 
knee and ankle during one cycle. A list of the muscles 
sampled is given and the authors report 1,920 electro- 
myograms of pedal cycles were subjected to analysis. 

The following conclusions are presented by the authors: 

1. During bicycling, muscles contract in an orderly 
coordinated pattern even against heavy resistance. 

2. The pattern of muscle activity is highly reproduc- 
tible in subjects tested. 

3. Timing of muscle activity is not, in general, in- 
fluenced by the varied height of the seat although the 
activity can be performed with greater ease and_ less 
effort when the seat is high. 

4. As resistance is added electrical activity intensifies 
and is demonstrated in other muscles. Exercise against 
no resistance shows action potentials mainly in muscles 
acting on the foot and ankle. 

5. The bicycle is useful in increasing range of motion 
(ROM) in hip, knee and ankle within certain limits. 
The ankle moves through its complete ROM _ while 
less motion is produced in hip and knee. 

6. As demonstrated by multiple lead electromyography 
the muscles most necessary for pedaling a bicycle are: 
tensor fasciae latae, sartorius, quadriceps femoris, and 
tibialis anterior. 


—Capt. Elizabeth J. Wood, AMSC 
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VITAL PANEL. Mabel A. Wandelt. The American 

Journel of Nursing, May, 1959. 

An excellent directive on planning and_ executing 
a stimulating panel discussion. A panel presents the var- 
ious aspects of an issue and, if properly prepared, can 
contribute valuable information to help the members 
of the audience to arrive at their own conclusions. 
The informality of a panel discussion is one of its 
most valuable attributes. 


COOKING SKILLS OF GERIATRIC PATIENTS. Rob- 
ert Sommer, Ph.D. Journal of the American Geriatrics 
Society, VII:4, (April) 1959, 


A patient, hospitalized for a long time, is in dan- 
ger of losing all but the basic skills. Since cooking 
is an important skill for women, a_ kitchen on the 
ward would enable them to maintain their ability. 

A danger of long hospitalization is the lack of ex- 
perience with new appliances and foods. A visit to a 
supermarket would educate them to the modern cost of 
food, Cooking snacks for friends and guests would 
identify newer appliances and types of foods and pre- 
pared mixes available. 


MEDICAL AND VOCATIONAL COOPERATION IN 
A GERIATRIC WORKSHOP. J. L. Rudd, M.D., 
and S$. Norman Feingold, Ed.D. Journal of the Amer- 
ican Geriatrics Society, VII:4, 1959. 


A study of the Work Adjustment Center, Bostoa, 
Massachusetts. The authors feel “the physician should 
assume a more important role in Work Adjustment 

The patient’s physical evaluation chart, data on pa- 
tients serviced and case histories add to the value of 
the article. The efforts made at the Work Center show 
it is possible for the handicapped and the aged to 
adjust to competitive employment. 


SELF-HELP IN THE MANAGEMENT OF THE 
AGED. William A. Speth. Geriatrics, 14:5 (May) 
1959, 


A self-help program in the Evangelical Home for 
the Aged, Brooklyn, New York, which encourages the 
residents to be self-reliant and helpful to others. 

Unfortunately the author intimates occupational ther- 
apy is a didactic method of treatment although he 
excuses himself by stating the program described was 
instituted because the Home could not afford the serv- 
ices of a professional therapist. However the idea 
proposed is worthy of consideration and certainly well 
planned. 


MENTAL SUBNORMALITY, Masland, Richard L., 
Sarason, Seymour B., Gladwyn, Thomas. New York: 
Basic Books. 1958, 


This book comprises a comprehensive survey of the 
field and was initiated to provide a sound basis upon 
which a broad research program could be developed. 
The authors, specialists in their respective areas, have 
covered prevention (Masland), and psychological and 
cultural problems (Sarason and Gladwin). Of interest- 
ing rote is the distinction these authors draw to the 
attention of the reader, that of “classifying the organi- 
cally damaged as ‘mental defective’ and the individual 
whose mental subnormality is the result of a learning 
disability as ‘mentally retarded.’” An indication of the 
wide exploration and broad coverage of the aspects 
of this field is reflected in the extended list of refer- 
ences (631) upon which the writers have drawn. This 
text would be a valuable reference for anyone work- 
ing in this disability area. 

—Eleanor C. Kille, OT.R. 
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LARGEST and MOST COMPLETE 


WRITE FOR OUR NEW 
ARTS & CRAFTS CATALOG 
or Get Your Copy at Booth 23 


Stock of 
CREATIVE ART MATERIALS 
in the Nation 


ARTS & CRAFTS 


Exer-Dough, Eze-Mark 
Crayon Holder, Adapted 
Games, Walk-Master Sta- 
bilizers, Writing - Drawing 
Board — A growing Line 
of Multi-Purpose Rehabili- 
tation Products for Hospital 
Clinics, Schools, and Re- 
habilitation Centers. 


Represented by: 
Rehabilitation Products, Evanston, Illinois 
Abbey Rents, Los Angeles, California 
J. A. Preston Corporation, New York, N. Y. 


For information, write to: 


DISTRIBUTORS, INC. 
9520 Baltimore Avenue, College Park, Md. 


EXER-DOUGH ENTERPRISES 


P.O. Box 425 


Arlington, Califernia. 


PARAGON CERAMIC KILNS 


Large front or top loading for all 
of your firing or patient-operated 
portable kiln, there is a Paragon 
to fit your exact requirements. 


An experienced, competent staff 
and a nation-wide dealer organi- 
zation are available for assistance 
and service at your request. 


Paragon's sales leadership permits 
mass production economy to bring 
you these superior kilns at modest 
prices. Write for a free catalog. 


PARAGON INDUSTRIES, INC. 
BOX 10133 DALLAS 7, TEXAS 


GREY OWL INDIAN CRAFT CO. 


4518 Seventh Ave., Brooklyn 20, N.Y.—Dept.—Rec—1 


INDIAN 
CRAFT 


SUPPLIES 
KITS 


FOR ALL AMERICAN 
INDIAN CRAFTWORK 


Write for 48 Page 
Illustrated Catalog 


Develop New Skills —Enjoy New Thrills 
Save MONEY aud Make MONEY, 


SEND 


Help yourself to real pleasure, real satisfaction and some real money, 
too. If you like, or think you'd enjoy Crocheting, Embroidery, Flower 
Making, Knitting, Making Rugs, bags and dolls, or holiday decora- 
tions send for these fine needlework catalogs today. 

Art Needlework is one of America’s great hobbies—millions enjoy 
it. It is an excellent money-maker, too, for those who wish to make 
capital of their hobby and many, many people do. It is a pastime 
that gives the thrill of creation while serving a really practical pur- 


LeeWards great catalogs are the finest sources of art needlework 
ideas, materials, and do-it-yourself projects that you can find, and 
they are yours FREE. Just mail the coupon below and get a full year’s 
subscription, without cost to you. 


MAIL THE COUPON TODAY! 


LeeWards, Dept. AJ2 615 Page Ave., Elgin, Ill. 


You save two big ways when you shop from LeeWards Catalog— 
you save on materials—you save by creating excellent needlework 
yourself instead of buying it ready-made. Send for your FREE catalogs 
today and discover a new, more economical way to make the most of 


your skill. 


Over 6,000 items to choose from—a new catalog every few months 


—satisfaction guaranteed. 


LEE WARDS, Dept. AJ2, 615 Page Ave., Elgin, Ill. 


Vi 


Please send me your latest catalog and a full sub- 
scription of all your catalogs for the next full year 
—FREE. 


City. Zone___State__ 


| 
Name. 
| 
J 
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20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 10/2 Fast Colors, 
Mercerized Perle Cotton. 


2/20 Weaving Worsted. 
36 beautiful colors on 2-oz. 
tubes. For Warp and Weft. 


SILK—WOOL—RAYON—LINEN—COTTON—NOVELTY YARNS 


8/4 Boil-Fast Carpet Warp 
—22 colors on ¥%2 lb. tubes. 


Used by Veterans Ad- 
ministration in their oc- 
cupational therapy pro- 
gram. 


We have a complete as- 
sortment of yarns for 
and commercial 
weaving. 


(Write for free samples) 
CONTESSA YARNS Dept. C.W.. Ridgefield, Connecticut 


Weight 115 Ibs. 

Ideal for occupational ther- 
apy. Provides physical exer- 
cise and mental interest. 

Clamps to edge of table. 
Prints celluloid etchings, 
linoleum blocks, Christmas 
cards. Prints colors. 
Easy instruction books free 

with press. 

Please write for free catalog and supply list. 


Rembrandt Graphic Arts Co., Inc. 


Stockton, New Jersey 


The 
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Make Beautiful Hand Sewn Gloves 


From the finest Leathers and Fabrics in the World 
In leather we offer Cape, Pig, Deer, Doeskins, and 
Suede, in 50 different colors — for Men’s and Ladies’ 
Gloves. Double Woven Cotton and Nylon is available in 
23 of the most popular shades for Ladies’ Gloves only. 
Whole skin, and Kits are also available for the ama- 
teurs who want to cut or make their own gloves. For 
Hobby enthusiasts, we offer a complete line of Metal- 
craft, Basket Materials, Chair Cane (Genuine & Plastic), 
Block Printing, Leathercraft, Millinery supplies, Textile 
& Tempera Paints, Rubber, Plastic Molds, Swede-Weave 
colored Huck, Burlap, Felt, Raffia and many others. 


Write today for revised catalog showing what we 
have to offer. 
J & N Leathercraft & Hobby Supplies 
a division of 
JONES G&G NAUDIN CO., INC. 
P. O. Box 827 Gloversville, N. Y. 
Known Wherever Gloves Are Made 


new 64- 

page crafts catalog 
of over 30 crafts, 
yours for the asking. 
Write for it. 


Regularly - published 
12-page magazine of 
information and_in- 
struction. Write for 
free copy. 


Six craft movies for 
showings free to 
groups and institu- 
tions. Write for 
more information. 


Free croft instruction at our store and at 
Craft Clinics held periodically for craft teach- 
ers. Free craft demonstrations given upon 
request. Write: 


AMERICAN HANDICRAFTS CO. 
Advertising Dept. 
P.O. Box 1643 
Fort Worth, Texas 


There is magic in the word “NEW” 


from UNIVERSITY HOBBY comes 
the exciting inspiration for a new CRAFT line! 
“NEW” Stikcraft Kits; ‘‘NEW’’ Tilecraft Kits; “NEW” 
Indian Lore Kits; ‘“NEW” Plaster Casting Molds; ‘“NEW” 


Rainbow Beadcraft; Cork Balls and Stoppers; Basket 
Bases, Aluminum Circles, Craft Stiks. 


WOOD SHELL TEXTILE REED LEATHER 
LINOLEUM METAL BEAD 


WRITE FOR CATALOG AND DETAILS 


University Hobby Crafts 


1729-31 Nelson Avenue, New York 53, N. Y. 


YOUR MOST DEPENDABLE 
~~ SOURCE FOR 


OCCUPATIONAL THERAPY 
WOOD AND METAL SHOP SUPPLIES 


Write today for our latest catalog and prices 


PATTERSON pJBROTHERS 


15 PARK ROW NEW VORK, NOY 


AJOT XIll, 4, Part 2, 1959 


YOUR MOST DEPENDABLE SOURCE SINCE 1838 © 


LL 2D 


4222222 4L 


hh 


vil 


a 
j 

) 
1g 
j 
j 
é 
~ 
\ 
0. ye 
YX 
‘4 
= 
: 
| 
= 
l | te 
| 

N = 
|_| 
1959 


Acclaimed by Occupational 
Therapists at the W.F.O.T. 
Conference, Copenhagen. 


4 Easily-changed working-head for @ Sat Cradle / Walking Frame/ 
sawing, drilling, grinding, buffing, Wheel Chair, etc., on swivel ball- 
polishing, etc. bearing wheels. 

2] Large surface Work Table. Raises g> Calibrated adjustable brake 
and lowers 12”. attachment. 3 speed gearbox. 
Adjustable backrest. Seat raised S Adjustable pedal cranks and foot 

and lowered by easily-operated boards. 

jack. 

Send for comprehensive illustrated brochure from the Sole 
Distributors who are noted suppliers of Art, Craft and Needle- 
work Tools, Materials and Equipment. 


NOTTINGHAM HANDCRAFT COMPANY 
Edwalton Hill, Melton Road, West Bridgford, Nottingham, England 


Get our great NEW catalog, LEATHERCRAFT 
160 big PAGES—Thousands of nes 
items. — Prices reasonable — METALCRAFTS 
Service COMPLETE and BASKETRY 
PROMPT, from our large CERAMICS 
stocks. Our goal is to fill MOSAIC TILE 
EVERY craft need of the Oc- LAPIDARY 
cupational Therapist — No ART SUPPLIES 
matter how unusuol, or how BEAD WORK 
large or small!! FELT CRAFT 


SAX-CRAFTS — division of 
SAX BROTHERS, 


1111 N. 3rd St.—Dept. OT—Milwaukee, Wis. 


Send for Free Copy 
“ALL CRAFTS” 
CATALOG 


AX BROS 


Since 1910 and many others. 


INC. 


ae 


Ist Step to BETTER ENAMELING 


For Teachers, Students, Hobbyists, Professionals 


Everyone appreciates the better results, the improved work- 
manship, the beautiful pieces you get with T C T Enamels. 
For 65 years, we have emphasized quality, value and service 
to enamelers . now offer over 150 shades of enamel 
colors in lump and powder plus, opalescent, crackle, glaze 
paint. separation enamel, threads liquid gold. 


NEW for Glass Decorators 
We offer a full line of ice Colors for 


firing on glass. complete in- 


Frames, Wire ion. 


DEPT. OT 


ThomasC.ThompsonCo. 


1539 Deerfield Read © Highland Perk, Ill. 


Want to SAVE on quality 


KNITTING Y ARNS? 


Since 
by our huge volume-operation as converters of knit- 
ting yarns. 


Today, in our new 4-story building, we offer all 
regular yarns, blends, the latest fashion yarns, latest 
colors . . 


Bell yarns are used by Veterans Administration 


SEE for 


Whether you are a therapist who 
needs just one hank of yarn . 

or a hospital asking for bids on a 
year’s supply . . . you will find 
splendid savings in our ‘‘Wonoco”’ 
and ‘‘Fox’’ brand yarns . . . now 
permanently mothproofed! 


1923, we have passed on the savings effected 


. and the finest service. 


YOURSELF 


@ Write for Price List and Color Card with 
over 500 actual samples 


@ Place us on your bidding list 
@ SPECIAL PRICES ON QUANTITY ORDERS 


BEL 


Dept. 


YARN CO. 


New York’s Largest Distributors 
of Art Needlework Supplies 


T—75 Essex Street, New York 2 
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BUSY 


Are you really too busy to have a thorough health . , 
checkup once a year? Or do you keep putting it off ‘3 


because you’re afraid your doctor might find some- 


thing wrong? 
‘ If it’s cancer you’re worried about, just remember 


that, thanks to medical progress, doctors are cur- 
ing many more cancers than they could ten years 
ago. In fact, 800,000 Americans are alive and well 
g today, cured of cancer...many of them because 
they had made a habit of having annual checkups 
no matter how well they felt...all of them 
because they went to their doctors in time! 
Make annual checkups a habit...for life! 


AMERICAN CANCER SOCIETY 
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